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DERMATOLOGIC EXPRESSIONS OF INTERNAL 
MEDICAL DISEASES* 


By Frev D. WeipMAN, M. D. 
Philadelphia, Pa. 


THs subject is one of the most popular we 
have in dermatology ; so much so that to those 
who follow the literature it has almost become 
hackneyed. It is therefore rather “by request” 
that I submit, in my turn, a version which I| feel 
is adapted to this audience. I dare say that there 
is scarcely a dermatologist who has been called 
upon for an address who has not at some time 
or other at least been moved to select and labor 
upon it. Even Sir Humphrey Rolleston has tes- 
tified to its dignity by choosing it for one of his 
major appearances before the medical public; the 
following yet further certify, (and the list might 
be easily extended): “The Skin in Diagnosis of 
Internal Disease,” by A. Viton,’ “The Skin as an 
Index to Health,” by Scholtz,? “Relation of the 
Skin to the Whole Organism,” by B. Bloch,’ and 
“Hyperemias of the Skin Associated with Internal 
Conditions,” by A. Strauss. In any event, no 
dermatologist could ever proceed very far in ac- 
quiring his dermatology without at least musings 
thusward. Indeed this phase of dermatology be- 
comes more jealously cherished day by day by 
the entire dermatologic specialty. No longer are 
skin diseases “fall on the surface”; or as others 
would have it, “There are two kinds of skin dis- 
eases, one cured by zinc oxid and the other by 
sulphur.” “They never die, and they never get 
well,” is another animal of the same genus. 

I must confess that when I first entered a 
narrow specialty like dermatology from a ten 
years’ experience as a free rover in the depart- 
ment of pathology of our medical school, I, too, 
would have been satisfied to allow such impres- 
sions to go unchallenged. That was because I was 
quite unacquainted with the meaning of the 
refinements which had been attained in dermato- 
logical diagnosis. I was quite aware of my own 
ability to appraise the general order of tissue pro- 
cess that was concerned in a skin change ob- 
served by me on the autopsy table or under the 
microscope. Assisted by associated clinical find- 
ings I could make an approach to the dermato- 
logic diagnosis provided it was confined to tuber- 
culosis, syphilis or such specific diseases, but of 


* From the Laboratory of Dermatological Research, Uni- 
versity of Pennsylvania. 


* Read before the general meeting of the California 
Medical Association at the fifty-ninth annual session, 
Del Monte, April 28 to May 1, 1930. 
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the advantages to be secured from peculiarities 
in distribution of the lesions, clinical course, the 
various permutations and combinations of vascu- 
lar, pigmentary, scaling and other changes which 
can speak so eloquently to the dermatologist of 
this or that entity, I knew nothing. I must con- 
fess, too, that I had a certain sense of diffidence 
at the diagnostic possibilities in dermatology. 
Then, little by little, my dermatologic preceptors 
began to demonstrate the art that there is in 
identifying now an overtreated dermatitis, next 
a drug dermatitis, and then a feigned eruption; 
or, as my preceptor, Doctor Hartzel, once did, 
point out a tuberculous peritonitis to the internist 
on the basis of a coin-sized patch of lupus vul- 
garis located most atypically over the sacrum. 
With this combination of circumstances behind 
me, I feel that I can speak to you today as much 
in a judicial capacity as in that of the attorney 
submitting his brief. 


Of course, all of us realize that it is entirely 
foreign to simple commonsense that the skin 
should be an outlaw and be exempt from in- 
fluences which are verily constrained to bear upon 
it as conducted through such avenues as the omni- 
present blood and lymph, and the nerves; after 
that it becomes a matter of the extent to which 
changes occur and the location and form which 
they take. Indeed it cannot fail but that there 
should be flaunted at us the cutaneous earmarks 
of a certain proportion of internal disturbances. 
One writer has designated the skin as the mirror 
of the interior, which while not quite apt, at least 
brings the point home in a picturesque manner ; 
and the great constitutionalist, Pende,® has put it, 
“The skin is like the individual’s visiting card, 
serving as an index of his humoral state and 
nutritive balance.” 


In an exposition of this subject there are sev- 
eral orders of procedure which might be followed. 
Procedure number one would be to didactically 
relate the detailed cutaneous changes possible in 
each of given specific abnormal internal states; 
number two, conversely, to submit a catalogue of 
dermatologic states which would lead to internal 
diagnosis. Procedure number three would evolve 
from the viewpoint of the pathologist, indicating 
the mechanism by which abnormalities of the 
interior would be transmitted to the skin, and 
thereafter the order of tissue changes that are 
theoretically and actually induced. Any one of 
these, or in a monograph all, would be in order; 
but the circumstances of today must play a modi- 
fying part. 
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Under such circumstances, the first mode is 
quite out of order; it would amount to a treatise, 
disconnected and incomplete, on dermatology ; 
Barker ® may be depended on in part for this. 
After that, with sufficient time, it would be de- 
lightful to first fully outline the general principles 
of pathogenesis as indicated in procedure number 
three and then pass to procedure number two, a 
phase which would yield us most in the way of 
immediate practical value. But finally, under 
stress of circumstances, I have decided not to 
attempt to cover the whole field, but simply to 
select a few of the less well known or less obvious 
correlations between viscera and skin. That is, 
[ shall not attempt to catalogue all of the der- 
matologic expressions of internal disease, nor on 
the other hand, will | try to exhaust all of the 
angles, symptomatic, pathologic, and whatnot of 
any given dermatosis. Such a catalogue I have 
made, however, have shopped through it and 
selected a few dermatoses which will serve first 
as illustrations of the pathologic processes which 
lead to dermatoses, and/or secondly, which will 
illuminate internal medical diagnosis. 

In other words, | would adopt the policy of 
service from the dermatologic field, getting as 
much to you as possible in the time available, 
at the same time aiming to avoid the platitudes 
rampant today and particularly including such 
items of information as are not calculated to 
have reached the general medical public and may 
not be generally known to the dermatologist. | 
will try to illustrate processes to some extent but 
will give preference to materials with practical 
points. Under this policy, of course, such dis- 
orders as jaundice, the exanthemata, urticaria, 
edema, and so forth, are at once excluded. 

Likewise, the reverse relation, that is, affections 
primary in the skin which have an effect on the 
viscera, will be omitted, inasmuch as this is a 
subject sufficiently large of itself and worthy of 
presentation in a separate treatise. I have only 
to mention the effects of severe sunburning, al- 
buminuria and eosinophilia in scabies, visceral 
metastasis in sporotrichosis and blastomycosis, to 
indicate what | mean, and as newer developments 
the mechanism of ultra-violet radiation of the 
skin in deficiency diseases and the role of the 
skin as an immune organ. Indeed, the term eso- 
phylaxis was coined over ten years ago to cover 
just this concept ( Hoffman’); and Louis Tuft.* 
has just read a paper before the American Asso- 
ciation of Immunologists entitled, “The Skin as 
an Immunological Organ; with Particular Refer- 
ence to Antibody Production.” 


Teaching.—At the University of Pennsylvania 
the importance of this viscerocutaneous rapproch- 
ment was recognized by Doctor Stengel and his 
associates five years ago, and an undergraduate 
course was instituted to cover. In it, patients are 
selected, from wherenot in the hospital, who have 
obvious dermatoses and at the same time definite 
internal disease. A member of the medical staff 
and myself then sit in conference before a ward 


class of eighteen to twenty students. Depending 
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upon whether the patient had presented himself 
primarily for the internal or the external state, 
the internist or myself make the opening presen- 
tation. Each develops the case just short of the 
other’s province and is succeeded in turn by the 
other. When all of the evidence is in, each of 
us summarizes. In a large hospital like the 
Philadelphia General there is never any lack of 
material. ‘To cover the situation exhaustively and 
bring out all of the sidelights never more than 
two patients are employed during the hour. 
Scope.—The following tabulation roughly indi- 
cates the path which our conference today could 
follow, and the extent to which I have shortened 
it in this paper. 
INTERNAL DISEASE STATES ; CONNECTION 
WITH SKIN* 
A. Congenital. 
Involving nevi, heredity, constitutionalism 
(pro parte). 


3. Blood Borne. 
1. Normal substances. 
Quantitative and qualitative abnormali- 
ties. 
Anemia, congestion, edema. 


2. Abnormal substances. 


Toxic. Hormones. 


Particulate. 


_ 


Lymph. Theoretically as preceding but much 
less efficient and important. 

1). Nerves. 

Vegetative nervous system. 

Neurasthenic states. 

Zoster. 


©. The Reticulo-endothelial ramifications. 
(Including fibrous tissue. ) 


We now finally pass to the consideration of 
some of the different diseases contained in the 
above groups. 

CONGENITAL EXPRESSIONS 


Disturbances of mentality are known in con 
nection with adenoma sebaceum and von Reck- 
linghausen’s disease. In addition, a nodular 
sclerosis of the brain has been known to occur 
in the former. I have studied an extensive pig- 
mentary and papilliferous nevus of the entire 
body of a little girl, dying with convulsive symp- 
toms in which, at necropsy, there was likewise an 
extensive diffuse nevic infiltration of the entire 
cerebrospinal meninges. Studies of the spinal 
fluid for pigment, and of this fluid and the urine 
for melanogen are now quite in order in all 
cases of such extensive melanotic nevi, at least 
where neurologic symptoms supervene. In lxa- 
posi’s sarcoma, the tumors of the skin and intes- 
tines did not stand in any metastatic relationship 
to each other as I saw them at autopsy. If not 
nevic, there was some general constitutional factor 


* This tabulation is only suggestive for the limited pur- 
poses of my particular materials. For comprehensive and 
scholarly exposition see Highman, Walter J., Dermatology; 


the Essentials of Cutaneous Medicine, p. 12. Macmillan. 
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determining the liability of these two positions 
to the same affection. I have likewise been led 
into the discovery (when specifically searched 
for) of cutaneous hemangiomas in a little girl ° 
through a surgeon who had resected the intestine 
on account of intussusception which was secon- 
dary to intestinal hemangiomas. 

We can only understand these distant positions 
of one and the same disorder, both or at least one 
of the members being obviously congenital, by 
letting our thoughts go back far into the story of 
embryology when cutaneous cells had not as yet 
become completely differentiated or at least sepa- 
rated from associated cells destined for other, 
perhaps remote, body parts. 


BLOOD BORNE 


Syphilis—This is such an obvious and tangible 
instance of dermato-visceral interrelationship that 
it need not be elaborated. In this conference, 
let me only prevent you from going too far and 
assuming that the diagnosis of syphiloderms is 
always a ready one. Some, it is true, are so charac- 
teristic that the veriest novice can diagnose them 
on sight; in a second class, the good general 
practitioner has no difficulty when he is favored 
by additional associated syphilologic symptoms. 
There is, however, a third class, which supplies 
lesions which to the skilled dermatologist are 
diagnosable on sight but which the general prac- 
tioner cannot be expected to differentially diag- 
nose from the similar appearing lesions of 
tuberculosis, bromid and iodid granulomas, blas- 
tomycosis, and so forth, because he is not in 
the game every day. The pictures | am showing 
on this screen are of the kind that are delights 
to the dermatologist because he can say promptly, 
“This is syphilis and nothing else.” Of course, 
there is a fourth category of syphilitic lesions 
utterly undiagnosable as such because they lack 
all syphilitic characteristics. Even syphilitic urti- 
carias have been claimed. 

Tuberculosis —TVhe same considerations hold 
here as in syphilis. When the tuberculids are 
included, probably as many cases of skin tubercu- 
losis are primarily internal as are external, Skin 
tuberculosis is equally as protean as_ syphilis; 
therefore, it would be impossible for me_ to 
enumerate all of the different clinical forms and 
explain the details of pathology. It suffices to 
say that many of the less conspicuous effects of 
internal tuberculosis (such as lichen scrofuloso- 
rum) as expressed upon the skin are as readily 
diagnosable as tuberculosis by the dermatologist 
and may lead to diagnosis of the internal state. 

The Tuberculids —Among the effects just men- 
tioned are the tuberculids. By these we refer to 
effects of metastatic vitiated or dead tubercle 
bacilli or tuberculous products, modified by peculi- 
arities of cutaneous allergy which are insufficient 
to elicit the classical lupus vulgaris. After that, 
there is a wide range of changes possible extend- 
ing from a simple cyanosis of the hands (lupus 
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pernio) through tiny papules (lichen scrofuloso- 
rum) up to lepra-like infiltrations (sarcoids). 
The story is a most complicated one but never- 
theless rather readily solved by the expert der- 
matologist. 

We are coming to believe that fungi may 
behave in a similar way, producing dermatophy- 
tids, but much remains to be done before the full 
scope is settled. 

Metabolic Disease —Gouty nodules, the furun- 
culosis and gangrene of diabetes, together with its 
pruritus, | will barely mention. | promised to 
omit such dermatoses as ones with which the 
general practitioner is already only too familiar. 

In carotinemia ** the role of carotinoids is 
established. ‘very internist by now invokes the 
difference in scleral color changes in differential 
diagnosis from jaundice. Why it is that only 
some persons are lable is unsettled, whether on 
account of peculiarity of kidney threshold or in- 
herent individualistic affinity on the part of the 
tissues, the basic explanation would remain a 
metabolic one. 

Xanthoma is a spectacular fat dyscrasia; we 
know now that other fats '® than cholesterol are 
A patient of mine has just died who 
had shown a normal cholesterol figure for four 
months before death, yet his xanthomas were 
still present. Cholesterol could not be demon- 
strated in his lesions, and in pulmonary fluid the 
fats were neutral, to the complete exclusion of 


concerned. 


cholesterol. Incidentally, the fat content of this 
pulmonary fluid measured 20 per cent of the 
entire sample. Xanthomas are in effect simply 
local deposits of fats and lipoids discharged from 
a surcharged blood stream. 

Christian’s disease '' likewise may exhibit cu- 
taneous xanthomas ; as already known, this hyper- 
cholesterolemic disease of children is a clear-cut 
complex by reason of its diabetes insipidus, jaun- 


dice and exophthalmos. In our case '* the xan- 











Fig. 1.—Xanthoma. There were extensive skin lesions 
and in addition osseous and visceral expressions, Photo- 
micrograph shows cholesteral deposit in granuloma of 
skull of child (Christian’s disease). 
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Fig. 2.—Rheumatic nodules. 
diutinum of the dermatologist.) 


(The erythema elevatum 


thomas were found in skull, lungs, liver, spleen, 
pituitary and pineal. 

The last two cases of xanthoma I saw at 
autopsy showed cancer, one at the papilla of 
Vater and the other a large colloid one of the 
pylorus. These are unique observations and are 
to be reported in full. 

Pellagra—tThere is the persistent note of “ali- 
mentation” in this. Last year Smithies '* included 
a pellagroid dermatosis in his series in the paper 
that he read at Portland in connection with 
biliary tract disease. Several reported cases of 
alimentary obstruction’* have also been associ- 
ated with pellagra. In the shower of pseudopel- 
lagra*® which has descended upon our municipal 
hospitals, alcoholism is almost invariably elicited 
in the history. In the cases so commonly origi- 
nating in insane asylums hallucinations are cal- 
culated to be present, extending to the dietary and 
at once introducing possibilities of monotony 
which in the end means malassimilation. Even 
if we were to accept at face value the infectious 
theory of pellagra, including the yeast ideas, we 
could still understand how malassimilation would 
remain in the picture. It is my personal opinion 
that certainly in pseudopellagra, in the sense of 
Klauder and Winkleman, it is the dietary which, 
if not at the basis of the affection, is a prime 
factor. 

Intercurrent Disease -—The role which inter- 
current diseases have in modifying the course 
of a dermatosis finds place under this heading. 
We have known for long that an attack of ery- 
sipelas has been followed by improvement in 
sarcoma (Coley’s fluid), that psoriasis has cleared 
up during typhoid fever and pregnancy, and that 
ringworm of the scalp has almost disappeared 
during typhoid fever, only to reappear on recov- 
ery. Veiel*® reports that acute myelitis was 
favorably influenced by an intercurrent attack of 
measles. Today we have biologic treatment of 
syphilis. Other citations could be added. In 
the final analysis, all these varying toxines may 
be regarded as analogues of those of the present- 


day foreign protein therapy—profound upsets of 
metabolism. 
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Endogenous Toxines.—Here we come upon a 
most subtle, evasive and indefinite field. Includ- 
ing as it does the complex considerations of 
urticaria, which are so thoroughly discussed in 
general medical literature, I shall barely give a 
skeleton of the ramifications of the role of en- 
dogenous toxins and perhaps bring out some of 
the less commonly known points. 

In respect to urticaria let me only point out 
that its entire pathologic background has its paral- 
lel in several other dermatoses; from this it fol- 
lows that if urticaria is to give you concern as a 
diagnostic lead, so must also the other members of 
the list, to wit: the angioneurotic edema and toxic 
erythema with which you are already thoroughly 
familiar; the erythema multiforme which Osler 
dwelt upon years and years ago, and which, in 
turn, has a tremendously wide range of dermato- 
logic expressions; indeed, there are transitions 


into some of the purpuras, particularly the annular 
ones. Finally, some eczemas belong in the list. 
From the practical standpoint, calcium occupies | 


the stage just at present; but if the subject mat- 
ter in the recent editorial in the Journal of the 
American Medical Association" is properly 
based, it is doomed therapeutically. Strauss (loc. 
cit.) states that “the intravenous injection of ben- 
zoate or cyanid of mercury not only shortens the 
duration of erythema multiforme but alleviates 
its itching almost immediately.” ** 

Some of the drug eruptions appear in the form 
of an erythema multiforme—particularly the ones 
due to coal tars. Luminal has forced itself upon 
the scene, and phenol phthyalein has clear-cut 
diagnostic earmarks, particularly because of its 
persisting character which is contrary to the rule 
for most other drug eruptions. 


Serer ET 





Fig. 3.—Lethargic encephalitis. Seborrheic dermatitis 
of chest in addition to the already described oily sebor- 
rhea of face. 
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Fig. 4.—Fixed wrinkles of forehead 
in senility, due to elastic degeneration effect) in senile elastosis, Same pa- tient in Figs. 4 and 5; the degen- 


of the skin. (Senile elastosis.) tient as in Fig. 4. 


Focal Infection—With this subject run ram- 
pant we proceed very cautiously. Its rdle in the 
toxic dermatoses, urticaria, erythema multiforme, 
etc., must be considered as established. It like- 
wise occurs in erythema nodosum, rheumatic 
nodules (even independent of arthritis) (Claw- 
son).** In a recent paper '® I have indicated how 
varied the cutaneous expressions may be in rheu- 
matism, including such dermatological forms as 
erythema elevatum diutinum, panniculitis, fibro- 
sitis, and others. Perhaps lupus erythematosus 
also belongs upon the list. We find a roentgenolo- 
gist *° reporting upon the diagnosis of chronic 
pancreatitis and the bearing which it has upon 
common skin diseases. 


Rosacea.—This is nothing more nor less than 
a persistent erythema with a special distribution 
upon the face. Such an erythema is induced, 
probably, reflexly; therefore, it is but natural to 
understand that the afferent paths of the reflex 
concerned may be various, leading either to near 
or distant parts. It is believed, but simply on 
the basis of clinical deduction, that conditions 
near by (oral irritants like spiced foods, hot bev- 
erages, alcohol, as well as disturbances in the 
nose like spurs, polyps, enlarged turbinates, and 
so forth) are partly responsible, but the impor- 
tant ones to you comprise a list: gastric disturb- 
ances (hypochlorhydria*'), disturbances in the 
female pelvis (pus tubes, displacements), pros- 
atic disease, and other focal infective states. To 
the dermatologist, therefore, rosacea is always 
also a problem in internal medical diagnosis. 


Endocrines——Myxedema need but be men- 
tioned. The tendency to hirsuties seen in old 
age is familiar to everybody as well as its occur- 
rence after ovariectomy and in hypervirilism. 
Alopecia sometimes has a connection with the 
thyroid, and the administration of the latter thera- 


Fig. 5.—Wrinkled neck (turtle skin 


Fig. 6.—Histologic section from pa- 


° erated elastic tissue stains black by 
this technique. 


peutically is occasionally followed by benefit. Pi- 
tuitary disease is sometimes responsible for hy- 
pertrichosis. 

The vitamins, of course, are exemplified in 
scurvy, and the recent communication of Cowgill, 
Stucky and Rose*? in which ulcers developed 
upon the feet of experimental dogs in connection 
with deficiency of the vitamin B complex adds 
yet more to the situation. 


Some Neurological Aspects ——In standard der- 
matologic texts such conditions as glossy skin 
and atrophy are routinely listed. In relation to 
zoster, | have only to add that carbon monoxid 
has been added to the list of substances capable 
of inducing the neuritis. Pendergrass ** has re- 
cently reported zoster succeeding roentgen therapy 
in Hodgkin’s disease. Anemic zones have been 
described upon the skin by Wernoe ** to which 
he ascribes viscero-cutaneous significance. 

In lethargic encephalitis, seborrhea and hyperi- 
drosis have long beén known. Recently I made 
a survey of thirty cases ** of post lethargic en- 
cephalitis and found that 33 1/3 per cent had a 
definite seborrheic dermatitis. This I feel should 
be added to the symptom complex. 

It is only natural that some of the more or 
less psychotic outcomes of modern strenuosity 
should be expressed in the stock reaction of the 
skin, that is, eczema. It is only too easy, how- 
ever, to overplay such an ubiquitous factor and 
neglect the real ones. We must be careful. 


The Senile Skin.—This is prone to atrophy, 
the development of pigmentations (so-called liver- 
spots), small pedunculated fibromas, the minute 
bright red harmless capillary hemangiomas, or 
telangiectasias, and moles. The keratoses of the 
face and the back of the hands, which are so 
liable to carcinomatous degeneration, are like- 
wise well known. 
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I have recently noted a tendency to fatty de- 
generation of the corium in various elderly indi- 
viduals dying of cancer, tuberculosis, apoplexy, 
and such dissimilar states in which [| felt that 
the change could only be attributed to some com- 
mon factor in all, such as senility. It appears 
in the form of a diffuse creamy-yellow thicken- 
ing of the skin of the forehead and side of the 
neck. The furrows are deepened, and on the neck 
a turtle-skin effect may result. 

Constitutionalism.—It is trite to say that dif- 
ferent people have different kinds of skin. 
Mothers will complain that their children have 
harsh skins, other families notoriously hairy, 
some individuals have greasy skins, and so forth 
and so on. Of course, there is something back 
of this, indeed, doubtless the most important 
elements of constitutionalism are quite apart from 
simple matters of greasiness, hairiness and so 
forth. 

Indeed, years ago, Broeq introduced his “mixed 
dermatosis” concept which was to the effect that 
the typical expressions of a given dermatosis tend 
to become modified as they occur upon skins with 
particular constitutional tendencies. The best 
example of this is where dry, scaly dermatoses 
like psoriasis appear in seborrheic subjects; here 
the dryness becomes modified and we get the 
well known “seborrheic psoriasis” of the derma- 
tologist, which now, furthermore, comes to in- 
volve an entirely different distribution from that 
of typical psoriasis. 

[ have long felt that the skin is autonomous 
in a way long unsuspected in medicine. Phylo- 
genetically it is different; the outstanding pro- 
tective organ of the body, it has been subjected 
to stresses and traumatism, parasitism, extremes 
of temperature, drying, and so forth, as no other. 
lf we believe in adaptation it is not at all difficult 
to predicate special immunologic properties for it 
under these circumstances. Doubtless it is dif- 
ferences both of degree and kind in these prop- 
erties which are responsible for different levels of 
reaction and consequently the different morpho- 
logical expressions of one and the same disease 
on the skin. Given, for instance, an organ like 
the kidney, which for centuries had been accus- 
tomed to a regular and uniform environment and 
which, drawing thus upon uniform supplies and 
circumstances, had become limited to a uniform 
type of reaction against this or that stimulus, we 
would expect it to acquire reactive habits only 
up to a certain level. On the other hand, an 
organ which now had sensed itself during the 
dry, cold rigors of winter, or again during the 
moist, warm ones of summer, or yet again, under 
the influence of persistent parasitic disease, we 
view as one having had a more extended experi- 
ence (it is a citizen of the world), and that, 
correspondingly, it had developed a larger capac- 
ity for adaptability. Expressed in another way, 
the range of the swings has a greater amplitude 
for a given stimulus than in other organs. 
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Without going too far, this theory is supported 
by some of our allergic tests; the marked advan- 
tage of intradermic practices as against subcu- 
taneous; the fact, for instance, that the allergic 
state cannot be induced in guinea pigs by injec- 
tions of trichophytin, intracardially or intrave- 
nously, but only intracutaneously. 

The final point that I am leading up to is this. 
‘The skin is a much neglected organ in many ways 
medically, and it is encouraging to see that it is 
receiving attention as an outstanding immunologic 
organ; but let us go farther. Let us view the 
immunological phases as but part of the whole, 
under the general heading of constitutionalism. 
Let us divest the latter term of its more medieval 
significance and think of it in the modern light 
with which Pende (loc. cit.) has illumina‘ed it. 
Let us experiment upon it with various irritants 
as Bloch has and plot out and analyze the dif- 
ferent ways it reacts to standardized irritants, or 
other agents. Fortunately, we are peculiarly situ- 
ated in that we can directly observe many of 
the effects. With impressions in re constitution- 
alism once determined in this situation of opti- 
mum favorableness,** we can reason by analogy 
toward the internal organs. 

In short, of single organs the skin is one of 
the most promising, if not the most promising, 
avenues in the approach to outstanding medical 
problems of today. 

University of Pennsylvania 
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ANATOMY ACTS OF CALIFORNIA* 
A SURVEY OF FORMER AND PRESENT LAWS 


By A. W. Meyer, M.D. 
Stanford 


NATOMY legislation in California in the past 
liffered only in details from that elsewhere. 
This was probably due to the fact that it was 
based on that of other states, and that social con- 
ditions here were similar to those elsewhere at 
the time the various laws were enacted. In Cali- 
fornia, as elsewhere, for a considerable time be- 
fore the dissection of the human dead was legal- 
ized, medical schools existed and human bodies 
were used for the instruction of students. 
Cooper Medical College was founded in 1858 
and Poland in 1863, but the first anatomy act was 
not passed until 1870. Before that time the neces- 
sary bodies must have been obtained in a manner 
familiar to all acquainted with the history of 
anatomy or of medicine, for it had been made the 


* From the Department of Anatomy, Stanford Uni- 
versity 
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duty of someone to bury all the dead not claimed 
by relatives or friends, and disinterment for pur- 
poses of dissection was expressly forbidden. 

Rules of Ancient Town Council of Edinburgh. 
It is regrettable that our American common- 
wealths did not follow the good example of the 
Town Council of Edinburgh who, when granting 
a charter to the Incorporated Surgeons and Bar- 
bers, provided “that every intrant should ‘*knaw 
anatomea nature and complexioun of every mem- 
ber in manis bodie,’ for which purpose we (the 
surgeons ) may have anis in the yeir ane condamp- 
nit man efter he be deid to mak anatomea of 
quhairthrow we may have experience Ilk ane to 
instruct uthers, And we sall do suffrage for the 
soule.” 

But one body a year was not much, and so 
when the school of anatomy was founded in Edin- 
burgh in 1694 they were granted “those bodies 
that dye in the correction-house; the bodies of 
foundlings who dye betwixt the tyme that they 
are weaned and their being put to schools or 
trades; also the dead bodies of such as are stiflet 
in the birth, which are exposed, and have none 
to owne them; as also the dead bodies of such 
as are felo de se; likewayes the bodies of such 
as are put to death by sentence of the magistrat.” 
This condition was not peculiar to England, how- 
ever, for, according to Tulp, public dissections 
were made on Sundays in the Holland of his day, 
provided there was a hanging. These dissections 
were advertised boldly, like those in London in 
Shakespeare’s time, and the fact that they were 
held on Sunday suggests that this was done to 
add to the obloquy. There was an admission 
charge of fifty cents, the best seats being reserved 
for the authorities and for physicians and sur- 
geons. Upon the payment of a special fee, parts 
of the dissected body might be carried away by 
those interested, but it should not be forgotten 
that the dissections of those days were totally 
different from those of the present. They might 
better have been called inspections, for they took 
only a relatively few hours, and the entire pro- 
ceeding was calculated to increase the punishment 
and to cast odium upon the lives of those dis- 
sected. It is regrettable that the stigma thus 
placed upon dissection of the dead in many lands 
in that early day still hampers us at the present 
time. 

THE CALIFORNIA LAW OF THE YEAR 1854 


It is of special interest that, although no medi- 
cal schools existed in California in 1854, disinter 
ment of the dead for purposes of dissection was 
specifically forbidden in that year, under the 
customary statute preventing desecration of sepul- 
ture. This statute (8, 1854), in fact provided 
that “Any person or persons who shall enter or 
molest the enclosure of a public graveyard for 
agricultural, mining, or other purpose, or who 
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shall disinter, mutilate, or remove the body of 
any deceased person, after the same has been in- 
terred in any graveyard, vault, or other place of 
burial, shall be deemed guilty of a misdemeanor, 
and upon conviction thereof, in a court of com- 
petent jurisdiction, shall be punished by imprison- 
ment in the state prison not less than two, nor 
more than ten years.” Relatives, however, might 
disinter bodies, and since Section 4 of this Act 
defined a public graveyard as a place “where 
bodies of six or more persons are buried,” it is 
clear that some places of burial could, after all, 
be entered lawfully and that not all disinterments 
for other than the specified purpose were actually 
forbidden, provided the person who disinterred 
the body did not know for what it was desired. 


A similar bill was passed by the California 
senate in 1873 and the Committee on Hospitals 
of the assembly suggested the addition of the 
words “or destroy or remove shade, ornamental 
or other trees, unless by direction of the proper 
authorities.” This suggested that what was con- 
cerned was not merely the protection of ceme- 
teries against “resurrectionists,” but against other 
desecrations in other respects as well. 


STATE MEDICAL SOCIETY’S RESOLUTIONS 
oF 1856 


The earliest effort to legalize dissection which 
I was able to find was made by the State Medical 
Society in March 1856. In the minutes printed 
in the California Medical Journal 1856, Vol. 1, 
pp. 17-18, it is stated that Doctor Cooper offered 
the following preamble and resolutions: 

Whereas, The laws of our state render surgeons 
obnoxious to prosecution and liable to heavy damages 
if they operate wrongfully through ignorance, at the 
same time making no adequate legal provision for 


obtaining a knowledge of the human system; there- 
fore, be it 


Resolved, That in view of the good of the pro- 
fession, as well as community, dissections should be 
legalized, under all proper restrictions. 


Resolved, That a committee of five (5) be appointed 
to memorialize the legislature upon the subject. 


Upon motion, the above was referred to the 
Committee on Legislation. 


Although I searched the legislative journals, 
I did not find any comment on or mention of such 
a bill. Nor did I find any comment on later bills 


and I did not feel encouraged to make a search 
of the daily press. 


THE ANATOMY LAW OF 1870 


Since the dead have, from time immemorial, 
been regarded as sacred and also as defiling, their 
use for purposes of instruction violates public 
sentiment and this use consequently had to be 
legalized. This was done in 1870. This law was 
entitled “An Act to Promote the Study of An- 
atomy,” but it permitted “physicians” to have 
“human dead bodies or parts thereof for purposes 
of inquiry or anatomical instruction.” Both “phy- 
sicians” and “surgeons” were required, however, 
to present a certificate of fitness to possess the 
human dead, from the medical society or in the 
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absence of such, from the county board of super- 
visors. A bond with two sureties was required 
of both physicians and surgeons and the dead 
were to be used only for the “advancement of 
anatomical science.” Paragraph 1 permitted only 
“physicians” to possess the dead for purposes of 
“instruction and inquiry” and they alone were 
required to bury the bodies so used at their own 
expense, surgeons not being mentioned in this 
connection. The bodies of travelers and of those 
who had specifically requested to be buried, or 
such as were claimed by friends, were exempted 
from such use. 
LATER LEGISLATION 


Seginning in 1889, further exemption was 
made of the bodies of ex-Union soldiers, sailors, 
and marines who had been in the service of the 
United States. Their burial was provided for at 
public expense not to exceed $50 each. In 1901 
all such as were honorably discharged and the 
widows of these were accorded a similar right, 
and in 1911 the allotment for burial was raised 
to $75. It was raised further to $125 in 1913, 
but changed back to $75 in 1917. This is a 
munificent sum compared to what the national 
government paid during the influenza epidemic of 
the Great War or pays now for the burial of 
veterans. 

The law of 1872 (Political Code, sections 3093, 
3094, and 3095), left that of 1870 unchanged 
except that preference was given to medical 
schools and the clause requiring “physicians” to 
bury the remains at their own expense was elimi- 
nated. Paragraph 291 of the Penal Code of this 
time put a penalty of imprisonment of five years 
on disinterment of the dead for dissection and 
on other desecration of sepulture. 


THE LAW OF 1907 


After the advent of osteopathy, the law of 1872 
was revised in 1907 permitting a similar use of 
the dead by students of osteopathy. The wording 
of the law also was changed so as to permit any- 
one licensed by medical or osteopathic boards or 
students acting under their authority to obtain 
and have in their possession “human dead bodies 
or parts thereof” for the purpose of anatomical 
inquiry or instruction. The bodies were to be ob- 
tained from among those required to be buried 
at public expense and “any sheriff, coroner, 
keeper of county poorhouse, public hospital, 
county jail, or state prison, or the mayor or board 
of supervisors of the city of San Francisco” were 
ordered to surrender the unclaimed dead upon 
request to those entitled to receive them. Medi- 
cal and osteopathic schools of the state were given 
precedence in this law, and the bodies of certain 
individuals were again exempted. 


It is interesting that the only but very laudable, 
alleged purpose of the law of 1907 was “the pro- 
motion of anatomical science.” This was the 
customary phrase, although the use of the dead 
for this purpose necessarily, though regrettably, 
remained purely incidental to that of instruction 
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of medical students. Although the law of 1907 
was mandatory in regard to the delivery of the 
dead to those desiring them for educational pur- 
poses, it did not penalize those who failed to com- 
ply with this provision. Hence it happened, for 
example, that when the unclaimed body of an 
Indian who had been a public charge for twenty- 
three years was asked for by medical schools the 
person in possession of it announced publicly 
through the local press that “he did not believe 
in letting an old woman be cut up in the dissect- 
ing rooms.” Since it was alleged that this pauper 
was over 106 years old, the unclaimed body was 
wanted for the investigation of structural changes 
associated with senility, by one specially inter- 
ested in this subject. But in spite of the manda- 
tory provision of the law, this body could not be 
obtained from him who sought to capitalize false 
sympathy for political advantage. 

The attempt to make political capital out of 
such situations as this is not new, to be sure, and 
I recall a district attorney who announced in the 
metropolitan dailies of one of our central states 
that he did not propose to let the unclaimed body 
of an unfortunate young woman, illegitimately 
pregnant, who had committed suicide, become the 
object of “the ribald jibes and jests of callous 
medical students.” Had this attorney spent some 
of his effort in determining who was responsible 
for her condition and suicide instead of reviling 
medical students, he might have done the com- 
munity a real service. I further recall a candi- 
date for mayor in one of our great cities who 
demanded that those entitled to them cease ac- 
cepting bodies of persons who had belonged to 
a certain religious sect, although this particular 
sect, of which he was not a member, had made 
no protest to those receiving the unclaimed dead 
and always had cooperated in this matter. It is 
easy to see whose vote this candidate desired to 
obtain by such means. 

The law of 1907 did not require those having 
the unclaimed dead in their possession to notify 
educational institutions in need of them of this 
fact. The latter were hence put at a great dis- 
advantage, for they manifestly could not ask for 
that which they did not know existed. Moreover, 
the law was open to the interpretation that a new 
bond had to be supplied for every body, or at 
least in every county in which it was proposed to 
ask for bodies, and the period in which the dead 
could be claimed by relatives or friends was en- 
tirely too brief. For these and also for other rea- 
sons it seemed best to undertake a revision of 
the existing law or to introduce an entirely new 
bill. THE PROPOSED STATUTE OF 1921 

Some features of the situation seemed to sug- 
gest that it would be wise to place the entire 
matter before the medical profession of the state 
through its official journal, but this was regarded 
as inadvisable out of political considerations. 
Hence, after long consideration, a bill acceptable 
to all consulted was formulated in 1921 and 
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placed in the hands of Senator Herbert C. Jones 
for suggestions and for introduction into the 
legislature. 


Everyone familiar with the history of anatomy 
acts will realize that political preferment could 
not be gained by anyone sponsoring such a bill, 
however just, proper and necessary it might be. 
Whoever did so took some chance of offending 
public sentiment and of incurring the opposition 
of a few interested individuals, for although it is 
expressly forbidden, some of the latter really had 
been trafficking in the dead de facto if not de 
jure. This is the very reason why cities could 
find individuals anxious to bury the unclaimed 
dead for $2.50 each at a time when the burial of 
certain classes of the indigent dead cost the public 
$125 each. 

The bill of 1921 provided for a special ana- 
tomical board to be composed of representatives 
of the institutions concerned and failed of pas- 
sage merely because it was not reported out of 
committee in the assembly. Those who had it in 
charge there stated that they had assumed that 
it would be reported as a matter of course, for 
there had been no objections to it. It had seemed 
unwise to introduce it earlier, and it apparently 
was overlooked in the rather politically excited 
closing days of that legislative session. 


The above bill was reintroduced at the next 
session in somewhat revised form, with the elimi- 
nation of the provision for a special board because 
the then governor had used the slogan of economy 
during his campaign. We had been advised that 
it would be well to avoid the creation of a special 
board, even if this involved no added expense to 
the state. Fortunately the State Board of Health 
consented to assume the added duty of assigning 
the unclaimed dead and the bill was changed ac- 
cordingly. An opportunity was given the gov- 
ernor to express his preferences regarding the bill, 
and in accordance with his suggestion, Senator 
Jones was again requested to introduce it into 
the senate, where it passed with practically no 
objection. The bill had met with no previous 
objection except that the recognition of crema- 
tion as a method of disposal of the unclaimed 
dead was desired by those commercially inter- 
ested. This recognition was readily consented to 
by all concerned, for such a provision had not 
been thought of by those who had formulated the 
original bill, merely because the customary phrase 
in previous laws always was “burial of the un- 
claimed dead.” 


Assemblymen C. C. Spalding and Albert A. 
Rosenshine consented to sponsor this bill in the 
assembly. It passed unopposed, and apart from 
a report that certain undertakers objected to it 
because they wrongly asserted that it required 
undertakers to hold all bodies subject to claim 
for thirty days, no objections were raised to it as 
far as I could learn. This objection was, of 
course, wholly unfounded, for the bill very plainly 
provided that not the undertakers but those who 
claimed the bodies for educational purposes 
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should hold them that long, subject to claim by 
relatives or friends. Undertakers were required 
to hold the dead only twenty-four hours, as pro- 
vided in previous laws, and they hardly were in 
a position to complain, for, as everyone knows, 
unclaimed bodies are voluntarily held much longer 
than required by law in order to afford time for 
the discovery of claimants who may pay much 
more for the burial than the public, for it is only 
in this way that the burial of the unclaimed dead 
can be made profitable in our metropolitan cen- 
ters, in one of which five hearses were waiting 
recently outside a public hospital for one indigent 
lo die! 

That there really is keen competition among 
some undertakers for the burial of the unclaimed 
dead at the present time is attested by the follow- 
ing contemporary news item taken from one 
of our smaller dailies. It suggests that one 
still might appropriately quote the old couplet 
beginning 

“While rival undertakers hover round - 

INDIGENT DeaAp to Be Burien at Cost oF ONE CENT 

— Bureau, -—, June & Because of close com- 
petition between rival undertaking establishments, 

— County has negotiated a contract under which 
indigent dead of that county will be buried during the 
coming year at one cent per funeral, according to 
word received here today from 

The contract was reported as providing for a ten- 
cent mileage charge for cases outside the County 
Hospital. 

The vultures of Benares have no one to tell 
them of the bringing in of the dead and only 
come to satisfy their hunger. 

Although the privilege of answering any ob- 
jections that might be raised to executive approval 
of the above bill by others or that the governor 
himself might have to it was asked in the name 
of all interested in it, no such opportunity was 
afforded although the bill was vetoed. When in- 
quiry was made regarding the reason for this 
veto, the governor concerned wrote saying he 
would be glad to consider the bill with us if we 
decided to introduce it at the next legislature, 
and added that he had vetoed it “on account of 
objections filed and for reasons which I deemed 
sufficient.” Although the privilege of answering 
any objections that might be raised against its 
approval had been asked for in the name of all 
concerned, as stated, this courtesy had not been 
extended. 

In view of the governor’s statement that he 
would be willing to consider the bill with us if 
we decided to introduce it at the next legislature, 
he was given such an opportunity. He was also 
informed that we should be glad to know the 
nature of the objections alleged by him to have 
been filed against it, and to consider any changes 
which he cared to suggest. No information re- 


garding objections to the bill was supplied, nor 
were suggestions for its modification made. The 
governor merely wrote that the previous bill “was 
opposed and represented as a bad bill” to him, 
and added that he would give the present—the 
Hence, 


third—bill careful consideration. after 
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consulting those concerned again regarding any 
changes, the bill was reintroduced by Senator 
Jones and passed both houses without objection, 
but was vetoed again by the governor, without 
giving its sponsors an opportunity to answer any 
objections that might have been raised to his 
approval of it. Yet this courtesy had again been 
asked in the name of all those concerned in its 
passage, and the governor had written saying he 
would be glad to consider it with us. When in- 
quiry was again made regarding the reasons for 
the executive veto, the governor’s secretary merely 
wrote saying that the inquiry regarding the gov- 
ernor’s adverse action on the anatomy bill reached 
Sacramento during his absence in a southern city 
of this state. 

It will interest everyone that before the next 
election, that of 1926, assurances were given that 
the governor, then a candidate for reélection, 
would approve the bill if it were again introduced, 
and that he said he merely vetoed it out of spite 
for a certain individual whom he honestly dis 
liked! It so happens that the individual referred 
to gave this and all other medical legislation his 
friendly support, but was not one of those who 
was particularly consulted or especially concerned 
with its passage. 

I trust that no one will suspect me of acting 
from political motives or of writing from mere 
gossip regarding these matters. Anyone familiar 
with political history will know that what usually 
is printed is, after all, only a very brief or in- 
complete but not, therefore, a partial record of 
the actual story, and this holds also in this in- 
stance. I regret that I have not been able to 
learn the inside story of the older bills, although 
| have spent considerable time on the matter. 
Neither the journals of the senate nor of the 
assembly nor the respective appendices contain 
more than the mere mention of the bills, and all 
the early medical journals also are silent. This 
would suggest that their passage or the attempted 
passage of other bills was wholly uneventful. 
This is quite improbable. 


THE ENACTMENT OF THE 
IN 1927 


PRESENT LAW 


With the election of Governor Young, the same 
hill was introduced for the fourth time by Senator 
Jones in 1927, It again passed both houses with- 
out objection and was approved by the governor, 
thus ending a rather long and tedious attempt to 
improve the Anatomy Act of 1907, twenty years 
later. 

The law as it now stands is not the best that 
could be formulated, but only the best it was 
thought possible to secure at the time. It has a 
number of very advantageous provisions among 
which are the following : 

1. The extension of the time during which 
bodies may be claimed by relatives and bona fide 
friends, from a period of twenty-four hours to 
thirty days. 

2. It requires the keeping of records and their 
transfer upon request. 
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3. It puts the custody of the unclaimed dead 
in the State Board of Health. 

4. It makes it mandatory to notify the State 
Board of Health of the possession of the body 
of the indigent dead. 

5. It forbids autopsies on such bodies without 
consent of the state board or its representative 
or representatives. 

6. It makes it lawful to obtain fresh human 
tissue for microscopic investigation at time of a 
coroner's autopsy. 

7. It imposes the expense of burial upon rela- 
tives or friends who may claim the dead. 

8. It makes noncompliance with its provisions 
a misdemeanor. 

l“xperience with the administration of the Act 
of 1927 confirmed the surmises of those especially 
concerned in the formulation of the bill. Hence 
an amendment was formulated in 1929 through 
Dean Millberry, the representative of the State 
Board of Health for Northern Institutions, and 
with the cooperation of that board, providing 
that the bodies of all unclaimed dead shall come 
directly into the custody of educational institu- 
tions at the place of death and stipulating that 
“No other acts or parts of acts shall be construed 
as limiting the powers of the State Department of 
Public Health in the transportation or distribu- 
tion of the indigent dead for educational pur- 
poses.” 

Since a single county with a population of only 
about 100,000 now buries more bodies annually 
at the expense of the taxpayers than are required 
by all the educational institutions of the state, it 
is evident that there is no dearth of the unclaimed 
dead. And since the people of California have, 
through their representatives in the legislature, 
repeatedly reaffirmed their wise decision to per- 
mit the use of the bodies of the unclaimed dead 
for educational and scientific purposes, no one 
should be permitted to stand in the way of the 
present law, for I do not believe that our people 
will become so benighted as to forbid the use of 
the dead for the instruction and help of the living. 
That would be more than suicidal, for the inno- 
cent also would suffer in consequence. 

It is interesting that similar difficulties and ex- 
periences still are encountered in Scotland, where 
the Anatomy Act merely is permissive. As late as 
1921 Professor Robinson wrote: : 

“It is well known that the number of unclaimed 
bodies buried in the United Kingdom every year at 
the public expense is sufficient to supply all the medi- 
cal schools with the material necessary for the train- 
ing of surgeons and physicians, yet there are few, if 
any, schools which receive an adequate supply, and 
the majority never have anything like a sufficient 
supply. 

“That the supply known to exist is not available 
for the purpose for which it is essential is because, 
in many cases, members of the authorities to whom 
the legal control has been deputed give sentimental 
considerations more weight than considerations of 
the public welfare, and take means to evade the spirit 
of the Anatomy Act. 

“It is to be noted that only the bodies of those who 
have no relatives are placed by the Act at the disposal 
of the state, and surely no one in authority has any 
justification, in such circumstances, to placate sentt- 

ment at the expense of the public good. 





FEMUR FRACTURE—WILSON 


707 


“The bodies which are sent to the medical schools 
suffer no disrespect; everything which is done to them 
is done under the control and inspection of H. M. 
Inspectors of Anatomy up to the time of the burial 
of the bodies in consecrated ground.” 


COMMENT 

It is a great satisfaction to recall that it has 
not been the people at large who have been 
responsible for the difficulties connected with 
obtaining the bodies of the unclaimed dead, but 
only a few financially interested individuals who 
have relied for protection against exposure upon 
the possibility of taking advantage of public igno- 
rance, sentiment, and belief. If these persons had 
to live without all the beneficent things that they 
owe to medicine and also had to go without the 
care of physicians, they would have a_ rude 
awakening and would meet with more condign 
punishment than any that could be imposed by 
law. Moreover, if the people were told the real 
facts, the few who use the unclaimed dead for 
profit would stand forth in their true character 
and could no longer disgrace their fellows. 

The institutions which need the dead and are 
entitled to them by law always have paid under- 
takers considerably more for the delivery of an 
uncmbalmed body merely covered with a sheet 
than generally was allowed for the burial of them 
by municipalities or counties. Even a pauper’s 
burial necessitates calling for the body, putting 
it in a black redwood coffin, digging the grave, 
interring the body and providing a plain board 
(numbered for identification), and keeping and 
filing the record, while all that is asked by edu- 
cational institutions is the delivery of the naked 
body to them, the recognized claimants under the 
law. 

Stanford University. 


FRACTURE OF THE NECK OF THE FEMUR* 


END RESULTS IN EIGHTY-SIX CASES 


By Joun C. Witson, M. D. 
Los Angeles 


Discussion by George C. Hensel, M.D., San Francisco; 
John Hunt Shephard, M.D., San Jose. 


AREFUL end-result studies of fractures of 

the neck of the femur do not occupy a signifi- 
cant position in medical literature. It will be im- 
possible to speak with authority on the merits of 
the different forms of treatment until more care- 
fully selected data are available. 

Much has been written about the treatment of 
hip fractures. The unfavorable results have 
caused wide differences of opinion as to the best 
plan of securing a cure. There appears to be a 
great variety of results with the accepted forms 
of treatment in the hands of competent surgeons. 
It is hoped that the report of the following cases 
may shed a ray of light on this problem. 


Section of the 
fiftv-eighth 


Cali 
annual 


* Read before 
fornia Medical 
session at Coronado, 


the General Surgery 
Association at the 
May 6-9, 1929. 
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CLASSIFICATION 

In describing hip-joint fractures the terms 
“intracapsular,” “extracapsular,” “medial,” and 
“lateral” are frequently used in medical literature, 
but these terms only add to the disorder because 
extracapsular or lateral fractures are not frac- 
tures of the femoral neck. The neck of the femur 
is an entity, and much confusion will be avoided 
if fractures are described according to their true 
anatomic confines. Fractures of the neck of the 
femur and those of the intertrochanteric region 
are not comparable. Intertrochanteric fractures 
should cause no concern, while the same cannot 
be said of fractures of the neck of the femur. 

The term “impacted fracture” is ambiguous. It 
should be used only when its meaning is clearly 
understood. Locking of the fragments may be 
sufficiently secure to permit weight-bearing, but 
is in no sense an impaction. A careful study of 
stereoscopic roentgenograms will demonstrate a 
complete absence of contact between the fractured 
surfaces; on the other hand, the x-ray may show 
a break in continuity of the neck with a little 
shortening of the leg and a mild coxa vara. 

TREATMENT 

Treatment should be directed toward a reduc- 
tion of the fracture which implies an anatomic 
restoration of the fragments until healing has 
taken place, or-until it is demonstrated that bony 
or fibrous union is hopeless. 

Some forms of treatment rely upon traction 
and countertraction to maintain reduction of the 
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fragments. The methods of Bar- 
denhauer, Maxwell, and Ruth are 
the most familiar. Traction is 
not a practical way of maintain- 
ing reduction because it’ requires 
special apparatus and constantly 
trained supervision. The Whit- 
man method is mechanically 
sound and allows the patient to 
be moved about in bed without 
the danger of disarranging the 
fragments. Whitman considers 
his treatment suitable for all pa- 
tients irrespective of age, but 
there are surely some exceptions 
to this rule, for some of the aged 
will not tolerate any sort of a 
surgical procedure. 

In briefly discussing Whitman’s treatment it is 
well to remember that complete anesthesia is not 
always necessary for reduction of the fracture. 
Scopolamin and morphin in small doses will pro- 
duce narcosis which permits painless reduction 
and cast application. The patient is placed on a 
plaster table or sacral rest and the fractured leg 
is gently manipulated, gradually internally rotat- 
ing and abducting the thigh. Complete abduction 
may cause downward displacement of the distal 
fragment (Figure 1). About ten degrees less than 
complete abduction is probably the best position. 
The spica plaster should include the toes on the 
affected side and extend to the knee on the oppo- 
site side. The patient will be most comfortable 
if placed on a firm bed, preferably one with 
boards under the mattress. 


55 Deatus 


Stereoscopic x-ray control is essential to check 
the accuracy of the reduction. If the picture re- 
veals a situation as shown in Figure 1, the oper- 
ation must be repeated until the fragments appear 
as in Figure 2. Patients should be kept in the 
plaster cast for at least three months, preferably 
four months. If union is not sufficient in four 
months to maintain apposition of the fragments 
without weight-bearing, it probably will not occur 
with further prolongation of fixation. Demineral- 
ization of bones takes place after prolonged splint- 
ing. This is especially true in elderly persons. 

A number of mechanical joints have been advo- 
cated to preserve movement in the knee joint by 
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Fig. 1.- 
because thigh has been abducted too far. 


Downward displacement of distal fragment 


making a hinge in the plaster cast. The lack of 
adoption seems to indicate their impracticability. 


CAUSES OF FAILURE 


Failure may be attributed to imperfect reduc- 
tion, insufficient fixation, interposition of soft tis- 
sues, or lack of blood supply about the point of 
fracture. The surgeon has no control over the 
blood supply, but he can obtain and maintain a 
reduction. He also has a reasonable opportunity 
to prevent the interposition of soft tissues. 

Eighty-six consecutive fractures of the neck 
of the femur from the orthopedic service of the 
Los Angeles General Hospital, all seen during a 
period of four years are offered for your con- 
sideration. Thirty-three of these patients are 
dead, twenty-eight having died in the hospital, and 
five after having been discharged from the hospi- 
tal. Fourteen patients died from cardiovascular 
disease and nephritis; eight died from broncho- 
pneumonia. Fibrinous pericarditis, lung abscess, 
cirrhosis of the liver and pyelonephritis each ac- 
counted for one death. 

Three patients died suddenly after reduction 
of fractures. These deaths were attributed to 
coronary occlusion or pulmonary embolus. One 
patient died as a result of a ruptured bladder, due 
to the injury. The cause of death was not re- 
corded in three cases. 

Two patients had fractures between the ages 
of twenty-one and thirty, two between thirty-one 
and forty, and two between forty-one and fifty; 
with no deaths. There were sixteen patients be- 
tween the ages of fifty-one and sixty; with three 
deaths. The period of sixty-one to seventy years 
included thirty patients; with nine deaths. The 
period of eighty-one to ninety years included 
seven patients; with seven deaths. The period of 
ninety-one to one hundred years included only 
one patient; with one death. 


Fig. 2.—Good reduction, 


Sixty-two patients were treated by the Whit- 
man method, seven by extension, three by the 
Championier method, and fifteen received no 
treatment. Of the sixty-two patients treated by 
the Whitman method, eight died during the treat- 
ment. The one patient between the ages of 
twenty-one and thirty (Figures 3 and 4) recov- 
ered with bony union; two patients between 
thirty-one and forty healed by bony union; and 
of the two patients between forty-one and fifty, 
one healed by bony union and one resulted in non- 
union. 

The percentage of nonunion increases with ad- 
vancing years. Between fifty-one and sixty there 
were seven patients with nonunion, two with 
fibrous union, and two in whom there was no 
healing. The sixth decade includes ten patients 
who failed to obtain healing; three patients who 
received fibrous union (Figures 5 and 6) and 
eight patients who had healing with bony union. 
Not one of the seven surviving patients between 
seventy-one and eighty showed any signs of 
repair. wats 

EXTENSION TREATMENT 

Of the three surviving patients treated by ex- 
tension, one healed by bony union. This was an 
accidental fracture which occurred during the 
manipulation of an arthritic hip. 


NO TREATMENT 


The patients classified under the heading of 
no treatment refused to submit to the measures 
recommended, or were too feeble for surgical in- 
terference. Only two of the fifteen patients sur- 
vived the period of hospitalization and terminated 


in nonunion. 
CHAMPIONIER METHOD 


Two patients were treated by the method of 
Championier, mobilization and massage, and both 
were failures. 
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Complete unreduced central fracture of 
neck of the femur in female aged thirty-seven. 


rig the 


CONCLUSIONS 


This series of cases demonstrates that fractures 
of the hip are not due to severe violence. A large 
proportion of these fractures were due to injuries 
occurring in homes of the patients, such as trip- 
ping over rugs, or slipping from steps. 


The mortality from hip fractures is relatively 
high. This is, of course, partly due to the fact 
that these injuries belong to the latter decades of 
life. The fractures often serve to precipitate fatal 


5.—Complete fracture of neck of the 
female aged sixty-seven 
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Fig. 4 
later. 
lation 


—Same Fig. 3, 
Healed in good position. 
across the line of 


as three years 
Note the 


fracture. 


and five months 
normal trabecu- 


crises in persons suffering from cardiovascular 
diseases, and result in death during the first week 
subsequent to the injury. Pneumonia is a common 
fatal complication. 

Incomplete fractures of the femoral neck 
should not be broken up by manipulation, as they 
seem to heal at any age if properly splinted 
(Figures 7 and 8). 

Fibrous union of a fracture of the neck of the 
femur allows only a fair return of function. 

1136 West Sixth Street. 


Fig. 6.—Same 
appearance of 
the fracture 


as Fig. 5, 
femoral 
line and 


two years later. Note cystic 
head with marked eburnation at 
absence of trabeculation 
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Fig. 7.—Incomplete fracture of the neck of the femur in 
female aged sixty-five. 


DISCUSSION 


GeorGE C. Henser, M.D. (384 Post Street, San 
Francisco).—This survey of results in eighty-six frac- 
tures of the femoral neck, while largely statistical, 
seems to favor the Whitman procedure as meeting a 
larger number of requirements than surgical repair, 
traction, or other manipulative technique. 

This in my experience is quite true, yet under 
favored conditions, particularly those of age, physique 
of patients, and individual mechanical features of a 
given cervical fracture, I should not hesitate to recom- 
mend surgical repair or artificial impaction. 

There can be no doubt that in skilled hands the 
latter procedures offer no greater chance of nonunion 
or objectionable fibrous union and do offer, I believe, 
a somewhat greater possibility of bony union. 

The answer to this situation must surely be based 
on judgment and personal skill rather than general 
adoption of any one method. 

Where the question of contact of fragments occurs, 
Doctor Wilson points out the need of stereoscopic 
roentgenograms. I would suggest that the use of 
Hickey’s maneuver in the anterior posterior projec- 
tions, 7. e., with the thigh adducted and then abducted, 
is even more certain in clearing this point. 

In using the Whitman position, full abduction will 
more often give good bony contact and _ position 
than partial abduction. A full measure of infernal 
rotation is similarly desirable. Full extension of the 
thigh offers valuable splinting action through the 
anterior capsular ligaments of the hip which are tense 
in this position. There are objections to full exten- 
sion in older patients, of course, and when an early 
sitting posture is urgent, comfortable flexion at the 
hip may not greatly lessen favorable position when 
proper abduction and internal rotation has been 
secured. 

Doctor Wilson’s statistics are quite frank; any simi- 
lar series will give parallel figures. The keynote of 
success in this fracture is to secure and maintain good 
bony contact of the fragments. 

Manipulative procedure and plaster encasement does 
not seem universally to effect this end. It therefore 
becomes advisable in certain instances of fractured 
neck of the femur to employ forceful impaction or 
operative fixation, granting, of course, that these more 
serious procedures are not contraindicated by the 
physical condition of the individual. 
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Fig. 8.—Same as Fig. 7, one year following injury. 
Complete recovery without disability. 


The use of pseudo-arthrosis or reconstructive pro- 
cedures are individual problems and substitutes for 
bony union in functional position. 


Jonn Hunt SnHepuarp, M.D. (608 Medico-Dental 
Suilding, San Jose).—It is pleasing to listen to a 
paper which is divested of all sham, camouflage, and 
alibis. Doctor Wilson has presented actual results in 
a relatively large series, and if any of us think that 
our results are better it is because we have had 
younger and more healthy patients, or have forgotten 
some of our failures. 

I believe that if one becomes thoroughly familiar 
with the principles and technique laid down by Whit- 
man in the treatment of fracture of the anatomical 
neck of the femur, he will rarely find occasion to use 
any other method. It gives the highest percentage of 
useful hips, is the most comfortable to the patient, 
and greatly facilitates nursing care. 

In order successfully to carry out this method, one 
must have an operating table with which sufficient 
traction, internal rotation and abduction can be 
cured and maintained while the cast is being applied. 
The attempted application of the Whitman technique 
without the aid of a proper table has caused many 
men to turn to other methods, and when unsatisfac- 
tory results are obtained to excuse themselves because 
unsatisfactory results are common with all methods. 

If the patient’s bed is fitted with a Bradford and 
Balkan frame with a windlass attached, the patient 
can be tilted from side to side and the head raised 
thirty or forty degrees, which adds greatly to his 
comfort and may occasionally prevent a_ postural 
pneumonia. 

I have been interested in preventing the stiffness 
of the knee joint in these patients whom we sentence 
to three or four months in plaster. Why does an im- 
mobilized joint stiffen? What are the tissue changes 
in and about the joint immobilized for three or four 
months? As yet, these two questions have not been 
answered by autopsy or experimental study. 

This stiffening of the knee joint, which is a great 
objection to the long spica, can be largely prevented 
by the introduction into the plaster cast of a proper 
knee joint hinge, permitting daily movement of the 
knee joint without disturbing the fixation of the frag- 
ments. It is interesting to note how little daily move- 
ment will prevent joint stiffness. 
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SODIUM ISOAMYLETHYL BARBITURATE* 


REPORT ON ITS USE AS AN AUXILIARY 
ANESTHETIC 


By L, A. ReTHwiwm, M. D. 
San Francisco 


ARBITAL and the barbiturates have been 

known and used for many years, but it was 
not until 1929, that sodium isoamylethyl barbitu- 
rate, after animal experimentation, was added to 
our list of auxiliary anesthetics for man. 


At first, and in many places, it was tried for 
producing complete anesthesia. Because of its 
seriously depressing action on respiration and 
blood pressure and its prolongation of the period 
of unconsciousness, with its attendant disadvan- 
tages and dangers, we have never administered it 
in large doses that might jeopardize the patient, 
but merely as an adjunct to other anesthetics—as 
part of the preliminary medication, 

A report following one hundred and fifty in- 
stances of its use at Stanford University Hos- 
pital has been given by Doctors Holman and 
Palmer.* Additional cases have been added to this 
list since then, but these will not be detailed at 
this time. It may be of interest to discuss our 
experience with it in general and also to review 
some of the salient features which were observed 
in various types of operations on patients who 
had received sodium isoamylethyl barbiturate. 


PRELIMINARY NARCOSIS 


At first we complied with the suggestion of 
ordering ephedrin, three-fourths or three-eighths 
grain, before the sodium amytal. After a short 
experience it was found that ephedrin was not 
necessary for the conservative doses of sodium 
amytal we gave and its use as a preliminary safe- 
guard was discontinued. We keep it and caffein 
and a 10 per cent carbon dioxid-90 per cent oxy- 
gen mixture on hand at all times, to be given if 
needed. 

A preliminary narcotic of morphin or morphin 
and atropin was found to be valuable for a 
smoother anesthesia resulted. This result is 
plausible when we consider that the barbitals 
affect the subcortical centers, while morphin has 
a cerebral-cortical action, as has been shown ex- 
perimentally by Pick;* and scopolamin affects 
mainly the cord and central nervous system. 
Sodium isoamylethyl barbiturate affects the auto- 
nomic nerves and the subcortical areas and in 
large doses poisons skeletal and smooth muscle; 
in fact, acts as a general protoplasmic poison and 
depressant of metabolism. 

Some patients received sodium isoamylethyl 
barbiturate by mouth. The action was slower and 
less profound than when given intravenously, but 
had the advantage of not introducing a foreign 

*Chairman’s address, Anesthesiology Section of the 


California Medical Association, at the fifty-ninth annual 
session at Del Monte, April 28 to May 1, 1930. 
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substance that could be given in some other 
manner into the blood stream. 

Although many things about the drug are not 
as yet completely understood, it is known that it 
precipitates at the reaction of blood, which is 
Pu 7.4, and therefore presumably intravenously, 
since sodium amytal is in solution in much higher 
degrees of alkalinity, namely, Pu 9.5 to 9.8.14 It 
is likely, therefore, that it exists in a colloidal of 
flocculent state in the blood. 


PRECAUTIONS OBSERVED IN USE 


Because of its possible untoward effects, both 
immediate and later, we introduced the solution 
very slowly when given intravenously, taking 
blood pressure constantly. If the blood pressure 
dropped suddenly or considerably (20 to 40 de- 
grees) from the preliminary reading or if there 
was great depression of respiration, we either dis- 
continued the injection altogether or if it seemed 
desirable to give a larger dose, we waited a minute 
or two for the blood pressure to improve before 
introducing more into the vein, and gave no more 
if the blood pressure continued to fall. At no 
time was it given faster than one cubic centimeter 
a minute and usually more slowly. 


PHYSIOLOGIC REACTIONS TO DRUG 


Blood pressure readings, pulse, and respiration 
were taken throughout the operation. In only a 
few instances was the respiration sufficiently de- 
pressed to require the addition of carbon dioxid. 
There was no occurrence of delirium when the 
drug was given, but several of those who had 
had larger amounts of around twenty grains 
showed some delirium after operation. This was 
calmed by morphin. 

The amount of sodium amytal which was used, 
in most instances did not keep the patient quiet 
during the preparation of the skin. Nitrous oxid- 
oxygen was begun as soon as any restlessness 
or movement was shown. Patients were often 
sufficiently asleep, however, to make it advisable 
to use an airway, as the tongue tended to relax 
and drop back or at least block free breathing ; 
but as the pharyngeal reflex was usually still 
somewhat active, the airway was not inserted as 
far as the pharynx. 

During the anesthesia with nitrous oxid and 
oxygen following sodium isoamylethyl barbitu- 
rate the pupils were small or of moderate size, 
and the eyes were usually fixed and looking for- 
ward as in surgical anesthesia; whereas in nitrous 
oxid-oxygen anesthesia with preliminary medica- 
tion of morphin or even scopolamin and morphin, 
the eyeballs ordinarily roll gently. 

Zven with moderate and small doses of sodium 
isoamylethyl barbiturate, the patients require more 
postoperative nursing care because of the longer 
period of unconsciousness, the occasional rest- 
lessness or delirium, and the necessity of clear- 
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ing away any mucus which may be present and 
which, because of the slow return of reflexes, is 
in danger of being aspirated. Whether this mucus 
is more glairy than that of the average patient 
is, I believe, a disputed question. The same holds 
true of the incidence of postoperative pulmonary 
complications. Without due nursing care, espe- 
cially after long duration of sleep or in patients 
who have a chronic cough, passive congestion and 
other untoward pulmonary and other conditions 
have been known to occur.°® 


When sodium amytal is used, an ideal dose 
would seem to be one which would send the 
patient into a light sleep either in his own room 
or in a pleasant anesthetic room; a dose that 
would not depress respiration or decrease blood 
pressure more than a slight initial drop, which 
would have recovered by the time the operation 
itself begins, or shortly after; and a dose that 
would require a nitrous oxid-oxygen anesthesia 
to be maintained during the preparation of the 
operative field and during the operation, and 
would leave the patient so lightly asleep at the 
close that he could be roused easily by speaking 
to him. This would offer most of the advantages 
of the drug without its dangers or disadvantages. 
This is the procedure which we are now following. 


REPORT OF RESULTS 


In giving our results with nitrous oxid and 
oxygen after sodium amytal, it must be borne in 
mind that for years nitrous oxid and oxygen has 
been our anesthetic of choice in a large percent- 
age of our operative work. Our surgeons, almost 
without exception, have trained themselves to a 
gentle manner of operating, a feather touch, so 
essential to the best surgery and which does not 
require patients to be as profoundly asleep nor 
muscles as limp as some desire. 

As a result, thyroidectomies, thoracoplasties, 
radical breast amputations, prostatectomies, herni- 
oplasties, and all bone or nerve surgery have 
for years been possible under nitrous oxid and 
oxygen, usually without ether or occasionally with 
the addition of a few breaths of it for greater 
relaxation; and without the amount of cyanosis 
or anoxemia described by many. Even stomach, 
gall gladder and like operations have quite fre- 
quently been performed without auxiliary ether. 


As there has been very little or no vomiting 
as a rule after our routine anesthesias, we cannot, 
definitely, from our charts credit sodium iso- 
amylethyl barbiturate with this advantage, though 
possibly there has been even less nausea than 
usual following it. We can say, however, that 
after sodium amytal we have not noticed any at- 
tempts on the part of patients to vomit during 
the nitrous oxid-oxygen anesthesia, as they will 
at times try to do during nitrous oxid-oxygen 
without the drug, to the inconvenience of the sur- 
geon and the distress of the anesthetist. 


Aside from any consideration of the toxic 
properties of the new drug, our results with its 
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use as preliminary medication were in themselves 
very satisfactory. Some groups of cases may be 
of interest. 

REPORT OF CASES 

Five patients who had thoracoplasties varied in age 
from 17 to 45 years aud iu weight from 124 to 141 
pounds. Morphin sulphate one-sixth grain and atro- 
phin sulphate 1/150 was given in each case a half- 
hour before. Sodium amytal was introduced slowly 
intravenously, the doses being 6, 11, 12, 12 and 15 
grains. No ether was used; 10 to 30 per cent oxygen 
was added to the nitrous oxid, averaging 20 per cent 
in most cases. 

Fourteen thyroidectomies were performed after in- 
jecting the drug. The ages were from 26 to 61 years, 
and the weights from 95 to 152 pounds. Preliminary 
morphin, from one-eighth to one-fourth grain, but 
one-sixth in most cases was given with atropin. 
The sodium amytal used varied from 9 grains in five 
of the patients to 16% grains in one patient. Only 
once was as little as 10 per cent oxygen used. The 
others received 15 to 35 per cent each, in many in- 
stances 20, 25, and 30 per cent for the greater part 
of the operation. No ether was used for any of these. 


Ether was not used for the four patients with breast 
amputations, who each had morphin one-sixth and 
atropin 1/150; and who had sodium isoamylethyl 
barbiturate in doses of 6, 10, 13%, and 15 grains. 
Their ages varied from 37 to 67 years and their 
weights from 106 to 212 pounds. Oxygen given varied 
from 10 to 35 per cent, but was mostly 20 to 35 per 
cent. 

Four gastro-enterostomy patients were satisfac- 
torily relaxed with 9, 12, 1314, and 15 grains of sodium 
amytal, no ether being used. Oxygen varied from 
10 to 25 per cent. Two others had to have a few 
breaths of ether to give sufficient relaxation. They 
had 9 and 12 grains of sodium amytal intravenously 
and 10 to 25 per cent of oxygen was used. Each of 
the six had morphin one-sixth and atropin 1/150 a 
half-hour before. So also did two patients for gastro- 
enterostomy and appendectomy who had 12 and 14 
grains of sodium amytal and 5 to 25 per cent oxygen. 
One of these had a few breaths of ether at the start. 

A resection of the stomach was performed without 
addition of ether on a 55-year-old patient receiving 
6%4 grains of the drug intravenously. Ten to twenty 
per cent oxygen was given with the nitrous oxid. 

Four prostatectomy patients each had morphin one- 
sixth and atropin 1/150 followed in an hour by sodium 
amytal 7, 7%, 7%, and 9 grains, respectively. They 
were satisfactorily relaxed without ether on a nitrous 
oxid anesthesia with 15 to 25 per cent oxygen. 

Six patients who had rectal work, as fistula in ano, 
rectal polyp, hemorrhoids, and prolapse of rectum, 
received sodium isoamylethyl barbiturate in doses 
varying from 9 to 20 grains, following morphin one- 
sixth and atropin 1/150 in all except two, who re- 
ceived morphin one-fourth. They remained relaxed 
without ether and with the use of nitrous oxid with 
10 to 30 per cent oxygen added. 

Three patients had operations on the liver, one for 
carcinoma, and two for abscesses. They received as 
preliminary preparation, morphin sulphate grains one- 
sixth with atropin 1/150, and 6, 9, and 10 grains of 
sodium isoamylethyl barbiturate intravenously. No 
ether was required in any, but nitrous oxid was given 
with 15 to 25 per cent oxygen. 

To mention the five operations on gall bladders, 
thirteen hernias, and many other operations done in 
like manner would seem like repeating the same story 
‘under different names. 


COMMENTS 
At no time did we have a serious initial fall in 
blood pressure or a marked later fall that could 
be blamed on the drug. There was usually a fall 
about the time the patient lost consciousness which 
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returned almost to normal near the start of the 
operation. 

There were a few instances of depressed respi- 
ration which were readily improved by the addi- 
tion of carbon dioxid. 


CONCLUSIONS 


In the preliminary preparation, the addition of 
a small or moderate dose of sodium isoamylethyl 
barbiturate has made it easier to keep patients 
properly relaxed; has, so to speak, broadened the 
plane or region in which they remain satisfac- 
torily asleep. 

It has made possible on most occasions the 
administration of a larger amount of oxygen than 
usual. 

Ether has had to be added to the nitrous oxid 
anesthesia in fewer instances. 

It has relieved nervous and apprehensive pa- 
tients of the realization that they will receive an 
inhalation anesthesia which they have dreaded. 

There has been less nausea and vomiting. 

The patient did not awake sufficiently to be- 
come unpleasantly sensitive to the return trip to 
his room. 

Opposed to these advantages is the objection 
raised against introducing a foreign substance 
intravenously, when it can be prevented. 

If the small or moderate doses now recom- 
menced are not exceeded, and if the usual pre- 
cautions are taken after operation, there is not 
likely to be postanesthetic delirium, or dropping 
of the tongue, or the long relaxed sleep with the 
hazards it favors, unless extraordinary precau- 
tions are taken to prevent them. 

Nursing care will be somewhat increased, but 
not markedly so, if moderate amounts only are 
used. 

If properly administered in selected cases, 
sodium isoamylethyl barbiturate may be con- 
sidered a useful addition to our anesthetic arma- 
mentarium. 


2217 Webster Street. 
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CHEMICAL ADJ UNCTS TO GENERAL 
ANESTHESIA* 


By Cuauncey D. LEAKE 
San Francisco 


HEMICAL adjuncts to general anesthesia 

were introduced with Claude Bernard’s sug- 
gestion (1869) that morphin be given before an- 
esthesia to relieve fear and worry and to make 
anesthetization easier. Chemical agents are now 
indicated as adjuncts to general anesthesia for 
many other purposes besides (a) preanesthetic 
hypnosis, as (b) the regulation of metabolism 
preoperatively, (c) for aid in the induction, main- 
tenance, and rapid recovery from direct anes- 
thesia, (¢) for the relief of postanesthetic nausea, 
and (¢) for postoperative analgesia. 

PREANESTHETIC HYPNOSIS 

The chief object of using chemical agents as 
preanesthetic hypnotics is to relieve the fear most 
patients have of the coming operation and_par- 
ticularly of the administration of the anesthetic. 
While this fear may be alleviated by proper psy- 
chic preparation of the patient, the preanesthetic 
hypnotic is also useful in lowering the patient’s 
general metabolic level to a point where the anes- 
thetic itself may be easily and smoothly adminis- 
tered. Then a proper depth of surgical anesthesia 
may be readily obtained by nitrous oxid and oxy- 
gen without pushing the nitrous oxid to dangerous 
asphyxial concentrations. This is well recognized 
to be the safest and most easily controlled general 
anesthetic, avoiding the severe metabolic disturb- 
ances caused by ether or chloroform and _ the 
explosive risk of ethylen. 

In spite of the fact that there is great dissatis- 
faction with morphin and hyoscin (scopolamin ) 
as preanesthetic hypnotics, they continue in gen- 
eral use in the absence of any pressing clinical 
necessity for something better. This is surprising 
in view of their definite and independent con- 
demnation years ago by such competent clinical 
observers as Herb, Gatch, and Bevan.! A con- 
sideration of the pharmacology of these agents 
may be of interest in support of this clinical 
opinion. 

Morphin primarily causes a general stimulation 
of the central nervous system, which is promptly 
masked in humans by a secondary depression. 
sut the stimulating action outlasts the depression. 
This leads to increased irritability and cortical 
excitement after the depression wears off, and is 
apparently responsible for the initiation of the 
craving and habit (to get back again the pleasant 
euphoria of the depressant stage).2 Morphin is 
further not helpful in anesthesia because the tend- 
ency to respiratory depression interferes with the 
rapidity of absorption or elimination of an inhala- 
tion anesthetic, and its tendency to cause con- 
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stipation is a handicap to a proper postanesthetic 
condition. Again morphin disturbs metabolism, 
as reflected in its effect on blood sugar and on 
the acid-base balance, in a manner not conducive 
to the best anesthesia. It should be stated, how- 
ever, that the clinical belief that morphin inter- 
feres with kidney function has little foundation 
when critically examined.* 

There seems to be no rational evidence indi- 
cating that opium or a mixture of the opium 
alkaloids free from nonalkaloidal material (“pan- 
topon”) has any advantage over morphin as a 
preanesthetic hypnotic. Indeed, the mixture of 
differently acting alkaloids in opium is a distinctly 
irrational material to use, since not only is there 
known to be aggravation of some of the dele- 
terious effects of morphin, as its constipating 
and nauseating action, by giving it with the other 
alkaloids of opium, but very few of these other 
alkaloids have been properly studied either phar- 
macologically or clinically to know just how they 
do act. It is in the interests of scientific therapy 
to use chemical agents singly for definite effects, 
avoiding complicating mixtures of any sort. Cer- 
tainly there is no need to complicate preanesthetic 
hypnosis; rather it should be simplified and 
rationalized. 

Hyoscin or scopolamin synergizes with mor- 
phin and enhances its depressant action, especially 
on the cortex, giving clinically, as Doctor Emge 
has expressed it, “that desired preanesthetic level 
between hypnosis and narcosis.” But the pharma- 
cology of hyoscin is not well enough known to 
permit an opinion regarding its effects in connec- 
tion with anesthesia. In the absence of any criti- 
cal evaluation of its usefulness as a preanesthetic 
hypnotic, there seems little justification for its 
continued employment merely because of a clinical 
routine or habit. It is chemically related to atro- 
pin and has somewhat the same type of action 
as atropin on the autonomic nervous system. This 
has no special value in preanesthetic medication, 
hut may introduce deleterious factors, as we shall 
see. It remains for clinical judgment to furnish 
reliable evidence of its value as an adjunct to 
anesthesia. 

In an attempt to find other preanesthetic hyp- 
notics which may be substituted for morphin, a 
number of other chemical agents have been 
studied in my laboratory from the standpoint of 
their effects on body functions, in comparison 
with morphin,* on normal human subjects. In this 
study, we ¢oncluded that codein has not sufficient 
depressant action on the central nervous system 
to justify it clinically as a preanesthetic hypnotic.” 


Current interest in “sodium amytal” directed’ 


our attention to barbital and its derivatives. On 
the basis of our observations on normal humans 
we may recommend barbital by mouth as a possi- 
ble substitute for the preanesthetic use of mor- 
phin when no pain is present. In doses of 0.5 to 
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1.5 grams, or even higher (if definite sleep, re- 
laxation, and amnesia are desired), it may be 
expected in the average adult, to bring relief from 
fear and apprehension, and to dispose toward 
sleep, relaxation and amnesia. It depresses the 
basal metabolic rate in the same way as morphin, 
but has little or no effect on other bodily func- 
tions, except in high dosage. There is no residual 
stimulation, and the psychic disadvantage of hypo- 
dermic administration is avoided. It may cause 
occasionally a cutaneous rash, however, and it is 
of little value as a hypnotic if pain is present. 
Subjective reactions to barbital vary greatly with 
“constitution” and social background. But it is 
definitely indicated when ordinary local anes- 
thetics are to be used, since it protects against 
their toxic manifestations.° We could not find 
that phenobarbital, or any of the commercial modi- 
fications of barbital, including “amytal,” “dial,” 
“ipral,” “neonal,” and “phanodorn,” have any ad- 
vantages over barbital as hypnotic agents. Indeed, 
they all showed definite disadvantages.’ 

Sodium amytal has been overenthusiastically 
recommended as a general anesthetic when ad- 
ministered in strongly alkaline solution by vein. 
While the induction of sleep and amnesia by this 
technique is dramatic, it is clinically obvious that 
the agent is in itself not sufficiently analgesic to 
serve satisfactorily as a general anesthetic. The 
safety margin between the dose that will cause 
real anesthesia and that which will dangerously 
depress the medullary centers is far too small. 
This places sodium amytal in the class of anes- 
thetic adjuncts, as now admitted by its original 
proponents.” . Here its usefulness is restricted to 
patients who are abnormally fearful or excited, in 
whom complete amnesia is desired before bring- 
ing them to the operating room, since satisfactory 
depression of the “metabolic level” of the average 
patient may be more simply and _ satisfactorily 
obtained by giving barbital, an official pharma- 
copial preparation, by mouth. 

The same general considerations hold for tri- 
bromethyl alcohol (‘“Avertin’). Enthusiastically 
advocated as a general anesthetic by those who 
have rarely witnessed good modern anesthesia by 
gas and oxygen, more critical clinical opinion now 
recognizes this material again more properly as an 
adjunct to anesthesia." The difficulties of prepa- 
ration, the dangers of toxic decomposition, the 
mode of administration, and the pharmacological 
action of the drug limit its usefulness to abnor- 
mally apprehensive or excited patients, and then 
in doses not so high as to give partial analgesia 
with dangerous depression of the medullary 
centers. 

It should be pointed out that the prolonged 
action of tribromethy] alcohol and of the barbi- 
tals, especially sodium amytal by vein, may be 
useful postoperatively in keeping the patient quict 
and asleep. But if the dose is too high, the de- 
pression is so severe that constant attention is 
necessary to prevent accidental asphyxia or other 
complications. 
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To summarize this pharmacologist’s view of 
preanesthetic hypnosis, it would seem that a little 
housecleaning is in order. Routine preanesthetic 
medication is certainly to be condemned, and as 
Doctor Botsford has so long urged, each patient 
must be separately considered from the stand- 
point of preanesthetic hypnosis, with regard to 
chemical agent (if necessary at all), dosage, and 
mode of administration. Morphin, or one of the 
synthetic analgesics such as amidopyrin, may be 
rationally used when pain is present. Barbital by 
mouth may be recommended as a possible sub- 
stitute for morphin, on limited pharmacological 
and clinical evidence, when pain is not present. 
Tribromethyl alcohol by rectum in three per cent 
solution, never heated above 40 degrees Centi- 
grade, and sodium amytal in 10 per cent alkaline 
solution (px-9.6) by vein, may be recommended 
in conservative dosage in certain abnormally fear- 
ful or excited patients, or when oral administra- 
tion is contraindicated. 


ATROPIN 


Atropin was introduced as an adjunct to chloro- 
form anesthesia in order to prevent reflex stop- 
page of the heart during the induction of 
chloroform anesthesia by paralyzing the per- 
ipheral endings of the vagi. With ether anesthe- 
sia it is used to prevent the “mucous inundation” 
caused by the irritating action of the vapor on the 
bronchial mucous membranes, and to suppress 
salivation. Use of atropin for this latter purpose 
has been questioned by Osborne *® on the basis 
that the irritating injury of the vapor is present 
even if the secretion of mucus to wash it away 
is prevented, and that it is not physiological to 
interfere with the protective function of bronchial 
secretion. Further, the bronchial and intestinal 
relaxation induced by atropin may not be helpful 
to the postoperative condition of the patient. 
Atropin tends to cause some cortical stimulation, 
and certainly the dryness of the mouth it causes 
is no joy to a patient already thirsty in the usual 
postoperative state. Since there is no special 
reason to use atropin with gas-oxygen anesthesia, 
and since its disadvantages outweigh its advan- 
tages with ether, it seems it should be reserved 
for use as an adjunct to chloroform anesthesia. 


ANESTHETIC ADJUNCTS REGULATING 
METABOLISM 


Comparatively recent pharmacological studies 
have indicated the severity of the effects induced 
by general anesthetics, especially ether and chloro- 
form on metabolic activity. The disturbance of 
carbohydrate metabolism is especially significant 
in relation to postanesthetic nausea and vomiting. 
Recognition by anesthetists of the factors con- 
cerned in maintaining normal metabolic function 
has brought great improvement in this field. Pa- 
tients are no longer routinely dehydrated by saline 
or other purgatives, nor are they starved into a 
partial acidosis before anesthetization. Instead, 
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by means of sweetened fruit juices both the 
carbohydrate and the alkaline reserves are forti- 
fied. If the patient already has a disturbed sugar 
metabolism, or if nothing can be tolerated . by 
mouth, insulin and glucose may be given hypo- 
dermically. 

Alkalinization before anesthesia is useful not 
only to take care of the fixed acids formed dur- 
ing anesthesia by the disturbance in sugar me- 
tabolism,"* but also to protect the kidneys.” 
Rather than do this by sodium bicarbonate, with 
the danger of overdoing it and inducing tetanic 
reactions, mild alkalinization by fruits, or by 
sodium or potassium acetate, is more satisfactory. 
The sodium or potassium acetates, citrates, oxa- 
lates and malates in fruits are metabolized in the 
body so that all except the sodium and potassium 
are burned away to carbon dioxid and water. 
The residual alkaline ions form reserve buffers 
with carbonic and phosphoric acids, and with 
proteins. 

Sut the regulation of metabolism before an- 
esthesia by chemical adjuncts is not nearly as 
important as general hygienic preparation by 
which diet, vitamin, sugar and alkali intake, exer- 
cise, and excretion may be so adjusted as to bring 
the patient into the operating room in the best 
physiological condition. Of course, in some pa- 
tients in whom metabolism is disturbed by thyroid 
or other endocrine dystrophy, special metabolic 
regulation of another type, as with iodin, may be 
indicated before anesthesia is attempted. 


CHEMICAL ADJUNCTS TO THE INDUCTION AND 
MAINTENANCE OF GENERAL ANESTHESIA 

General inhalation anesthesia depends on the 
concentration of the anesthetic agent in the blood, 
which is established by the alveolar tension of 
the vapor in the lungs, the rate of circulation, and 
the rapidity of breathing. The alveolar tension is 
controlled by the partial pressure of the inhaled 
agent, and while the circulatory rate is difficult 
to control rapidly or easily, the respiratory ex- 
change may be facilitated by stimulation of the 
respiratory center by small amounts of carbon 
dioxid. At Henderson’s suggestion, five per cent 
carbon dioxid is the concentration usually em- 
ployed. This may be enough to raise blood pres- 
sure slightly. Brown has made the interesting 
observation that this concentration blanches the 
bronchial mucous membrane,’* indicating that 
capillary constriction causes the rise in blood pres- 
sure. Whether this is sufficient to interfere with 
pulmonary circulation, and thus defeat the very 
ends for which carbon dioxid is proposed as an 
adjunct to anesthesia, remains to be studied. It 
is difficult to differentiate between the rapidity 
of inducing anesthesia with carbon dioxid as an 
adjunct and that induced ordinarily. It simply 
complicates the technique of induction. 

The chief chemical adjuncts to the maintenance 
of general anesthesia are concerned with more or 
less emergency measures. While these generally 
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arise as operative crises their management is a 
function for which the anesthetist usually pro- 
vides. Ringer’s solution in dehydration; glucose 
and Ringer’s solution in shock; ephedrin (to 
avoid the after-dilatation of epinephrin) in circu- 
latory shock; caffein in impending circulatory or 
respiratory failure; epinephrin intracardially in 
cardiac failure, and artificial respiration and car- 
bon dioxid in respiratory failure—these are the 
emergency agents indicated in various anesthetic 
crises. It should be emphasized that careful at- 
tention to the maintenance of adequate respira- 
tory function is of prime importance in inhalation 
anesthesia, where the control of the anesthetic 
condition depends upon it. 





CHEMICAL ADJUNCTS IN THE POST- 
ANESTHETIC STATE 


Following the operation it is recognized that 
the quicker the anesthetic agent is completely re- 
moved from the system the better for the patient. 
This is conveniently accomplished, with inhala- 
tion anesthetics, by rapid ventilation induced by 
inhaling 95 per cent oxygen with 5 per cent 
carbon dioxid, as proposed by Haggard and Hen- 
derson.** This has the added effect, as recently 
suggested,?® of clearing out bronchial mucous 
plugs, in connection with the violent respiratory 
efforts, and of possibly helping in the prevention 
of the so-called “postoperative pneumonia” or 
atelectasis. 

Thanks to the observations of Thalhimer,’® 
postanesthetic nausea and vomiting, which seems 
to be due to an acidosis resulting from a disturbed 
sugar metabolism, may be controlled promptly 
and effectively by glucose and insulin. Proper 
preanesthetic preparation may be expected to re- 
duce the incidence of these complications. 

Postanesthetic intestinal complications are an- 
noyingly difficult to handle. Here preanesthetic 
care deserves careful attention, especially in re- 
gard to diet, in the effort to reduce a gas-forming 
flora or to remove material for gas-forming 
organisms to act upon. Further, it would seem 
wise to avoid any preanesthetic medicament 
which may too greatly relax the gut. 

Postanesthetic thirst and oliguria may also be 
prevented to a considerable extent by proper -pre- 
anesthetic care, and by trying to prevent excessive 
dehydration during the anesthetic period. Reflex 
irritation of the tracheal and laryngeal mucous 
membranes by certain anesthetic vapors has been 
shown by Dooley” to cause spasm of the renal 
vessels, leading to anuria. This may explain the 
impairment of renal function so often complained 
of postanesthetically. Such reflex irritation may 
be avoided in part by rebreathing technique with 
carbon dioxid filtration, as suggested by Waters, 
whereby the inhaled vapors are warmed and are 
also kept moisture-saturated, incidental to the re- 
duction of heat and water loss from the lungs. 

Postoperative pain must be handled by a defi- 
nite analgesic. For this purpose, if substitutes for 
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morphin are desired, amidopyrin may be sug- 
gested. If sleep and amnesia are also desired, with 
relaxation, this may be combined, according to 
the individual needs of the particular patient, with 
barbital. There is an attempt to exploit “Allonal” 
for this purpose, but the scientific character of 
this preparation has not been substantiated to 
the satisfaction of the Council on Pharmacy and 
Chemistry of the American Medical Associa- 
tion."* Certainly there is little excuse for the use 
of a mixture in fixed proportions of a barbital 
derivative with amidopyrin at an exorbitant price. 
If the pain is from generalized trauma, neocincho- 
phen may be suggested. Cinchophen is liable to be 
too toxic on repeated administration, but its ethyl 
ester, neocinchophen, has no significant toxicity 
and seems to be therapeutically as active. 


SUMMARY 


A consideration of some of the possible chemi- 
cal adjuncts to anesthesia indicates the need of 
an extended critical pharmacological and clinical 
evaluation of the various agents proposed for pre- 
anesthetic hypnosis or metabolism regulation, and 
for postanesthetic complications. Such an evalua- 
tion should be made in the light of present physio- 
logical conceptions and the objects of anesthesia. 
Only such chemical adjuncts to anesthesia, and 
only such anesthetic agents, should be used as 
contribute to, or disturb the least, the best physio- 
logical condition of the patient. 

University of California Medical School. 
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THE INFLUENCE OF SODIUM AMYTAL ON 
URINARY EXCRETION* 
By Luowic A. Emce, M.D. 


AND 
P. E. HorrMann, M.D. 


San Francisco 


N the introduction of any drug which is likely 


to find universal usage we must, above all, be 
certain that its margin of safety is such that even 
in the hands of the less experienced and the less 
cautious the effect of the drug will not create a 
state of serious danger to the life of the patient. 
Whenever dramatic and spectacular reactions 
overshadow dangers not easily discerned we must 
then make doubly sure to discover all possible 
‘+. This applies particularly to 
the barbituric acid derivatives which, when given 
in sufficiently large doses to induce deep hypnosis, 
are known to produce vasomotor and respiratory 
depressions of major lnportance casily over- 
shadowed by the dramatic action of these drugs. 
The only difference between the various barbi- 
turic acid derivatives which are otherwise quite 
similar in their therapeutic and pharmacologic 
action is their respective toxicity determined by 
their margin of safety as expressed in minimal 
lethal doses found experimentally in animals. 
Since man may be more susceptible to the action 
of barbiturates than most animals any dosage 
which approaches 50 per cent of the minimal 
lethal dose for animals used to induce degrees of 
surgical anesthesia in man therefore constitutes 
a potential source of danger. As far as it has been 
determined experimentally, barbital or veronal 
carries the widest safety margin which narrows 
itself down to about one-third when amytal (iso- 
amylethyl barbituric acid) and neonal (cyclo- 
hexenylethyl barbituric acid) are reached. 


sources of danger. 


PURPOSE OF TILESE STUDIES 


Because of these factors we have recently 
undertaken a detailed study of the immediate and 
more distant effects of the barbiturates on women 
when given in sufficient amounts to induce deep 
hypnosis as a preliminary to inhalation anesthesia. 
Through the courtesy of Eli Lilly & Company, 
sodium isoamylethyl barbiturate (hereafter desig- 
nated as sodium amytal) has been furnished us 
as part of the material for this study. Since re- 
cently there has been aroused a good deal of 
interest in the action of this particular barbitu- 
rate, we wish to make a preliminary report on 
a comparative study involving fluid intakes and 
outputs and sulphophenolphthalein excretions in 
surgical and obstetrical patients. 


I. ITS USE IN TWO SURGICAL GROUPS 


This study covers approximately fifty patients 
undergoing major operations of a similar nature 
and severity divided into two fairly equal groups. 
In one group we used as a preliminary to nitrous 

*From the Department of Obstetrics and Gynecology, 
Stanford University School of Medicine. 

* Read before the Anesthesiology Section of the Cali- 


fornia Medical Association at the fifty-ninth annual 
session at Del Monte, April 28 to May 1, 1930. 
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oxid anesthesia, sodium amytal and morphin, and 
in the other scopolamin and morphin. 

About one-half hour before operation Group A 
received, according to body weight, up to fifteen 
grains of sodium amytal by mouth on the basis 
of one-tenth grain per pound of body weight, ot 
an equivalent amount by intravenous administra- 
tion according to the blood-pressure reactions. In 
addition, one-sixth to one-fourth of a grain of 
morphin sulphate was given hypodermically prior 
to taking the patient to the operating room. Lx- 
cept for the ability to gauge the dose slightly more 
accurately by intravenous administration, we did 
not see any material difference in the hypnotic 
end reaction except that after oral administration 
it took from five to ten minutes longer for deep 
hypnosis to appear and to take longer to wear off 
in the postoperative period. 

In Group B one three-hundredth of a grain of 
scopolamin hydrobromid (Roche) was given 
hypodermically one hour before the operation and 
repeated in thirty minutes. In addition, one-sixth 
to one-fourth of a grain of morphin sulphate was 
administered prior to sending the patient to the 
operating room. Operations were then carried out 
under nitrous oxid inhalation anesthesia with an 
occasional small amount of ether added. With 
few exceptions all patients of the two groups 
received normal salt solution by hypodermoclysis 
during the operation in order to secure a fluid bal- 
ance. Fluid intake and output was then checked 
for three days and supplemented with sulpho 
phenolphthalein readings whenever feasible. 

After allowing for all possible variations cre- 
ated by age, and by length and severity of oper- 
ation, our results were briefly as follows. Because 
of the limited space here, the detailed figures and 
curves shown in our study will appear elsewhere.’ 

OBSERVATIONS 

1. Patients having received sodium amytal and 
morphin as a preliminary to inhalation anesthesia 
decidedly take in more fluid on the day of oper- 
ation than patients having received scopolamin 
and morphin. At the same time the urinary out- 
put is actually and relatively decreased in the 
sodium amytal group. : 

2. Our figures show further that sodium amytal 
patients take fluid by mouth more readily on the 
day of and the day following the operation be- 
cause of the greater freedom from nausea. 

3. On the day following the operation the fluid 
intake in both groups reaches fairly equal levels, 
but the ratio of output again presents a lower 
average in the sodium amytal group. At the same 
time the output at times exceeds the intake in the 
scopolamin group. 

4. On the second day after operation the fluid 
intake of the sodium amytal group rises above the 
scopolamin group, now also presenting an occa- 
sional greater output than intake. The ratio of 
output to intake in both groups now reaches 
similar levels. 

5. Hoping to find the reason for these phe- 
nomena pointing to glomerular inactivity we in- 
vestigated the sulphophenolphthalein excretion of 
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patients of these two groups as well as in others. 
The “normal” for the individual patient was es- 
tablished before the operation. Variations were 
studied on the evening of the operation day and 
on the following day. 

Allowing for all the possible factors which 
might influence these tests, we failed to find any 
striking differences between the sodium amytal 
and the scopolamin groups. There is a marked 
drop from the accepted “normal” on the day of 
operation in both groups, which is slightly greater 
in the sodium amytal group. The dissimilarity 
between the groups is so small that it must be 
disregarded, particularly so since on the day after 
operation the sulphophenolphthz ein excretion 
approaches the accepted “normal” with equal 
promptness in both groups. 

Il, ITS USE IN 


PREGNANCY GROUP 


We have studied the sulphophenolphthalein ex- 
cretion in pregnant women during and following 
labor in twenty controls and twenty-one sodium 
amytal patients. The latter received from six to 
seven and one-half grains intravenously in the 
advanced first stage of labor, followed by supple- 
mentary nitrous oxid analgesia during the second 
stage. For obvious reasons studies of fluid intake 
and output were unsatisfactory and therefore dis- 
continued. A comparison of the two groups 
studied here indicates that sodium amytal in the 


dosage given does not influence the glomerular 
activity of the kidney as expressed in per cent 


of sulphophenolphthalein excretion. 
CONCLUSIONS 

Sodium amytal and morphin, when given in 
sufficiently large doses to produce prolonged hyp- 
nosis, seems to allow a greater fluid intake by 
surgical patients on the day of and the day follow- 
ing the operation when compared to a_ similar 
group of patients having received scopolamin and 
morphin. On the other hand, urinary output is 
actually and relatively decreased in the sodium 
amytal group, more marked on the day of oper- 
ation, but in neither case sufficiently marked to 
constitute a potential danger to the patient. It is 
interesting that in some instances output rises 
over intake in scopolamin patients twenty-four 
hours ahead of sodium amytal patients. 

Sulphophenolphthalein excretions observed in 
a similar study are so slightly, if at all, influenced 
by sodium amytal that we may disregard the dif- 
ference. Similarly, the results of this test during 
and after labor show no changes in sulphophenol- 
phthalein excretions in patients having received 
from five to seven and one-half grains of sodium 
amytal intravenously. 

We may therefore conclude that sodium iso- 
amylethyl barbiturate when given orally or intra- 
venously, while it apparently depresses 
output, does not constitute a menace in the patient 
whose kidney function is otherwise normal. 

2000 Van Ness Avenue, 
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TRIBROMETHANOL AS A PREOPERATIVE 
NARCOTIC* 


By Dorotuy A. Woop, M. D. 
San Francisco 


RIBROMETHANOL was discovered by 

Willstaetter and Duisberg during the reduc- 
tion of bromal at the I. G. Farben-Industrie, 
lberfeld, and was called by them “Avertin” or 
“Jé-107” as a trade mark. Chemically it is ethyl 
alcohol with three bromin atoms introduced into 
the formula or CBr3-CH2-OH, and should be 
called tribromethyl alcohol or tribromethanol. 
The substance itself is a white crystalline powder 
which is soluble in water up to 3% per cent at 
37 to 40 degrees Centigrade. At a higher tem- 
perature the drug is decomposed, breaking down 
into hydrobromic acid and dibromacetaldehyd. 
This latter substance is highly injurious to the 
intestinal mucosa. Care must be taken in prepar- 
ing the mixture that the water is not warmed over 
40 degrees Centigrade. In all of the early experi- 
mental work the drug in powder form was used, 
and as quite a few deaths were reported, it was 
decided to dispense it in liquid form, thus simpli- 
fying the technique of preparation and lessening 
the danger of errors in weighing out the indi- 
vidual dosages. The so-called ‘“Avertin-Fluid”’ 
is a solution of tribromethanol in amylene hydrate 
(itself a narcotic); one cubic centimeter of the 
“fluid” contains one gram of tribromethanol. This 
solution is extremely sensitive to air, light and 
heat, and must be kept tightly corked in dark 
bottles. 

REPORTS ON TRIBROMETHANOL 


After tribromethanol was discovered, it was 
subjected to tests and experimentation on animals 
before any use of it was made in human beings. 
The drug was then given out to different clinics 
for experimental use and was not available gener- 
ally until one hundred thousand 
reported. The great mass of literature available 
on the subject is therefore largely in German. 
During the last year several articles have appeared 
in the English and Jrish literature, but as yet no 
report on administration of the drug or a series 
of cases has appeared in American literature. It 
of the the drug and the 
scarcity of reports in this country that we dare 
report so small a twenty-five cases, 
knowing full well that no true statistics can be 
tabulated therefrom, and the general con- 
clusion of caution drawn. 


cases had been 


is because newness of 


series as 
only 


The early reports were full of enthusiasm for 
the drug not only as a narcotic but as an anes- 
thetic. Subsequent reports bear more and more 
the note of caution. At the present time it is 
apparently agreed that the drug should be used 
as a “basal anesthetic” to obtain preoperative nar- 
cosis only, and should not be relied upon as the 
sole anesthetic agent. The danger of a fatal out- 
* Read before 
fornia Medical 
session at Del Monte, 


the Anesthesiology Section of the Cali- 
Association at the fifty-ninth annual 
April 28 to May 1, 1930, 
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come is too great when the dosage is increased 
and the administration pushed to complete anes- 
thesia. 
DOSAGE AND ACTION 

The dosage of the drug is calculated on the 
body weight of the patient in kilograms, and most 
of the reports from the continent advocate from 
100 to 150 milligrams per kilogram. We feel 
that these figures are unnecessarily high, for 
Anschutz * mentions the report of a death within 
thirty minutes after a dosage of 125 milligrams 
per kilogram, while McWilliams and Wilson * re- 
port a death with a dosage of only 100 milligrams 
per kilogram. On the other hand, there are re- 
ports of apparent safety with dosages as high 
as 175 milligrams per kilogram. In our small 
series we have set 90 milligrams per kilogram as 
a maximum dosage with 80 milligrams per kilo- 
gram as average and have had satisfactory results, 
using as low as 70 milligrams per kilogram. In 
this day and age of safe anesthesia one death 
in ten thousand administrations is nothing short 
of criminal, and no drug or dosage of a drug 
should be used that will increase that percentage. 
Morrin,* desiring to obtain complete anesthesia, 
advocates the administration of the drug by frac- 
tional dosage. He starts with 100 milligrams per 
kilogram and, if sensitive to pain, in fifteen min- 
utes gives a further dosage of 25 milligrams per 
kilogram, and states that in practically every in- 
stance this dosage is sufficient. If in ten minutes 
more the patient is not anesthetic an additional 
25 milligrams per kilogram may be added, This 
maximum should be required but rarely, and 
should never be exceeded. However, in our opin- 
ion, his initial dose is too high and the practice 
of giving additional small doses is dangerous. 

Tribromethanol has been used intravenously 
and by mouth, but experience has shown that 
when it is given by rectum the best results are 
obtained. It is very rapidly absorbed by the 
mucous membrane, being much more rapidly ab- 
sorbed than the water in which it is in solution. 
So rapidly in fact that 80 per cent of it is gone 
in the first twenty minutes and 95 per cent in 
two hours. In from six to ten minutes the patient 
becomes very drowsy and drops into a deep sleep, 
without any stage of excitement. The blood pres- 
sure may fall a few points and the breathing 
become more shallow. Cyanosis may be noted, 
but is thought to be due to the falling back of 
the tongue since if an airway is inserted or the 
chin held up, cyanosis does not occur. Some 
German reports state that cyanosis is the rule 
and may be due to the larger dosage used, or to 
the fact that morphin was used in combination, 
for we did not notice cyanosis in our series. 

After being absorbed from the rectum, tri- 
bromethanol is present in the blood, becomes de- 
toxicated by combining with glycuronic acid in 
the liver and is eliminated as such by the kidneys. 
Straub, as reported by Guttman,® recovered 81 
per cent of the administered drug in the urine 
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and traces of bromin were found in the perspira- 
tion, but none were found in the feces or in the 
expired air. Because of the detoxication of the 
drug in the liver, its use in organic liver disease 
is contraindicated. There seems, however, to be 
considerable discussion concerning its use in ob- 
structive jaundice and many authors feel that the 
mere presence of icterus is not necessarily a 
contraindication. With its elimination by the kid- 
neys a transient irritation occurs, and hyaline casts 
and red cells appear in the urine. Though they 
disappear completely in a few days, this result is 
a sufficient cause for contraindication to its use 
in kidney disease. It is not, in the least, elimi- 
nated by the lungs and no untoward effects have 
been demonstrated in the lungs. Tribromethanol 
is, therefore, recommended in lung surgery and 
for operative patients suffering from tuberculosis. 


At first no means of speeding the detoxication 
of the drug was known. The bromin is in an 
organic combination in the molecule and cannot 
be reached or detoxicated by the administration 
of chlorids. It was later noted that patients 
suffering from hyperthyroidism withstood large 
doses very well and awoke from moderate dos- 
ages much more rapidly than the ordinary pa- 
tients. It was suggested by Lendle, Bromfield, 
Shipway ® and Edwards? that the administration 
of thyroxin to patients who slept overlong might 
aid in the elimination of the drug. Pribham ® 
reports gratifying results in the use of thyroxin 
and at present this is the only known antidote, if 
such it may be called. 


EFFECTS ON VARIOUS SYSTEMS AND ORGANS 
OF THE BODY 


One of the early effects noted was an irritation 
of the rectal mucosa, apparently not due to tri- 
bromethanol itself but to a faulty preparatjon 
of the mixture and to overheating of the water 
which caused the production of dibromacetalde- 
hyd. Aside from the factor of irritation of the 
mucosa it is probably wiser not to use the drug 
in ulcerative colitis, severe hemorrhoids or in 
carcinoma of the rectum, because it is even more 
rapidly absorbed from a raw area. 

The respiratory center may quite frequently be 
affected, the respirations may decrease in number 
but usually are slightly increased and become 
more shallow in excursion. The smaller the dos- 
age the less effect is seen and all who reported 
respiratory embarrassment used a dosage of 100 
milligrams per kilogram or more. If the dosage 
is pushed far enough, respiratory paralysis and 
death ensue. When morphin is used in conjunc- 
tion with tribromethanol, the respiratory change is 
more marked. Respiratory embarrassment should 
be treated with the administration of carbon 
dioxid. Because of this effect on the respiratory 
center we do not recommend its use in brain 
surgery. 

A reduction in blood pressure is noted directly 
after the injection and comes on with the relaxa- 
tion and deep sleep of the patient. With the dos- 
ages that we have used this drop has never been 
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alarming, representing only the normal drop of 
physiological sleep and the elimination of psychic 
factors. When supplemental anesthetic agents 
were started and the operation commenced the 
blood pressure again assumed the former level 
and maintained it throughout the operation. On 
an average the drop in systolic pressure was from 
15 to 20 millimeters. Should the drop in blood 
pressure become alarming, caffein and ephedrin 
may be used. 


Though it is stated in the experimental work 
that no effects were noted in the heart, pulse 
rate or blood pictures, there has been one death 
reported, with fatty degeneration of the liver, 
heart, and kidneys. In large doses tribromethanol, 
like ether and chloroform, produces acidosis 
(Killian® 7°). 

PROCEDURE AND TECHNIQUE 


On the continent there is a difference of opin- 
ion concerning the use of morphin with tribro- 
methanol ; some clinics recommend from one-sixth 
to one-third grain of morphin, or its equivalent 
in some other form of opium, and some recom- 
mend that no morphin be used at all. No enema 
is given the morning of the operation because 
some fluid may be retained and could thus dilute 
the dosage intended or the rectal mucosa could 
become irritated. In twenty minutes to a half- 
hour the operation can be started and a small 
amount of supplemental anesthesia be used. In 
Europe, ether is most often chosen and the 
amount necessary is very much less than is re- 
quired in any other type of combined anesthesia. 
l‘requently the patients sleep 24-48-72 hours and 
experience no postoperative pain, nausea, or 
vomiting. 

In our series we did not use any form of mor- 
phin or any of the lesser hypnotics, as we wished 
to find out the true value of the tribromethanol 
unaided by other drugs. To illustrate the pro- 
cedure in detail: For a patient weighing 65 kilo- 
grams, to whom we desire to give 80 milligrams 
per kilogram, the dosage of tribromethanol would 
be 5.2 grams or 5.2 cubic centimeters of the 
“Avertin-Fluid.” This amount is accurately meas- 
ured in a pipette and put into a flask containing 
173 cubic centimeters of distilled water which has 
been heated to 38 to 40 degrees Centigrade. The 
flask is vigorously shaken for about a minute until 
the mixture (a three per cent solution of tribro- 
methanol in distilled water) is in solution. A few 
cubic centimeters are then removed and tested 
with a few drops of 1:1000 solution of Congo 
red. If the color remains red, the solution is suit- 
able for injection. If the slightest tinge of blue 
color appears, the tribromethanol has decomposed 
and the solution must be discarded, for hydro- 
bromic acid and dibromacetaldehyd are present. 
Being careful that the solution does not cool below 
37 degrees Centigrade, the mixture is poured into 
a large triumph syringe connected to a rectal tube 
and is injected into the rectum. The rectal tube 
may be left 7m situ if desired and a clamp placed 
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on it, so that, should any untoward effects be 
noted, the clamp can be released, the solution 
withdrawn and the rectum irrigated with water. 
However, the rate of absorption is so fast that 
by the time any bad effects are noted most of the 
tribromethanol has disappeared from the rectum. 
Nevertheless it has been noted that the after-sleep 
can be shortened by removing from the rectum 
that small portion still unabsorbed at the end of 
the operation. In about six to ten minutes the 
patient becomes very drowsy, yawns, stops talk- 
ing, and has the appearance of being unable to 
stave off sleep any longer. The patient in his bed 
is taken to the operating room, and often will 
rouse a bit when transferred to the operating 
table and, if questioned, may answer quite ration- 
ally. While the surgical field is being prepared 
he may attempt to draw away from the cold alco- 
hol and will always move if a hypodermoclysis 
is started. Before the actual surgery is com- 
menced, nitrous oxid and oxygen is started, in 
every case in our series the oxygen percentage 
being maintained at 18, 20, or 25 per cent; the 
color throughout was always the brightest pink 
and at no time was the slightest cyanosis allowed 
to appear. The blood pressure was taken at the 
time the injection was made; and in many of the 
cases after sleep or the drowsy state appeared, it 
showed a drop of from 10 to 20 millimeters of 
mercury, but after the establishment of the 
nitrous oxid-oxygen and the operation was begun, 
the blood pressure was back to the former level 
and remains so throughout the operation. In only 
one instance did the respiratory rate drop and 
with this patient it was reéstablished at the normal 
rate when the operation started. On the other 
hand, most of the patients showed an increase in 
respiratory rate with some slight diminution in 
excursion. No effect was noted on the pulse rate. 
Six of our patients did not appear to go to sleep 
before going to the operating room. They were 
somewhat drowsy but continued to talk until the 
nitrous oxid was started, yet not one of them 
remembered anything beyond a few moments 
after the injection. 


COMMENTS ON SERIES REPORTED 


Our series is as limited as it is because we 
wished to make use of the tribromethanol only 
when it was indicated or when we could person- 
ally superintend the administration. It is not a 
drug that can be administered indiscriminately, 
and only persons directly responsible should take 
charge. Most of the patients in this series had had 
previously bad surgical experiences and dreaded 
this particular operation greatly. Our series may 
be divided surgically as follows: 


Laparotomies .. 11 
Plastic on face 7 
Osteomyelitis .... 1 
Thyroidectomies 5 


Breaking up of post-traumatic adhesions in shoulder 
joint 








A local anesthetic in conjunction with the tri- 
bromethanol for a plastic operation was not en- 
tirely satisfactory because the patient was narco- 
tized to such extent that codperation was poor 
and not sufficiently narcotized to remain abso- 
lutely quiet. Other patients who had plastic oper- 
ations were anesthetized with ether, a very small 
amount only being needed to keep them quiet. 
Two patients had two operations each with tribro- 
methanol and both were very enthusiastic about 
it. The remaining operations were supplemented 
with nitrous oxid and oxygen, and of these, two 
(laparotomies) needed a very small amount of 
ether also, when the exploration was done. All 
but one patient were fully conscious within six 
to seven hours after the injection was made ; many 
were conscious in a much shorter time. The one 
exception was a patient who slept for fifty-six 
hours postoperatively, during which time she 
could be aroused to take water and answer ques- 
tions, but she said she recalled nothing from the 
time of the injection until fifty-six hours later. 
No ill effects were noted from this protracted 
sleep. 

This patient later returned to the hospital com- 
plaining of paralysis, and was thoroughly ex- 
amined by the neurological and medical staff with 
a final diagnosis of hysteria. Possibly her long 
sleep and semi-consciousness were partly the re- 
sult of her general nervous reaction. 

The average patient having been given his dos- 
age of tribromethanol at 8 a. m. would become 
drowsy within ten minutes and drop off into a 
rather deep sleep, from which he could be aroused 
somewhat by painful stimuli. The nitrous oxid- 
oxygen or ether would be started about 8:30 
a. m.; the operation following immediately would 
then be finished in the neighborhood of 10 a. m., 
gas mask removed, the patient would seem to 
waken normally and talk rationally, but on the 
following day when questioned would say that he 
remembered nothing from the time of injection 
until about 2 o'clock in the afternoon, With the 
smaller dosage and the more rapid awakening 
from the deep sleep, patients did not experience 
the freedom from postoperative pain that the 
uropean clinicians report. It was necessary to 
use morphin to control this pain in some instances. 
This was probably due both to the smaller dosage 
of tribromethanol used and to the fact that no 
morphin was given preoperatively. We still feel, 
however, that the morphin should not be given 
hefore operation and that the tribromethanol 
should have its effect alone, and that after its 
effectiveness is over, morphin or lesser sedatives 
may be indicated. 

One patient in our series died sixty hours post- 
operatively of massive pulmonary atelectasis. She 
had a cholecystectomy and at operation many ad- 
hesions were found in the upper abdomen from 
a previous laparotomy. She regained conscious- 
ness from the tribromethanol and developed signs 
of lung collapse. 
and carbon 


In spite of postural treatments 
dioxid 


administrations, she died. 
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From literature concerning the action of tribro 
methanol we could not feel that the drug was the 
cause of death. 


DISADVANTAGES OF ADMINISTRATION 


Granted its limitations and contraindications, in 
certain diseases there are further disadvantages 
in its general use. There are decided disadvan- 
tages in the calculation of dosage by body weight 
alone, for one person sleeps for fifty-six hours 
on a dosage of 90 milligrams per kilogram, an- 
other does not appear to sleep at all on the same 
dosage. Still another dies in thirty minutes with 
a dosage of 100 milligrams * per kilogram and 
another one dies with a dosage of 125 milligrams 
per kilogram,? while there are many successful 
administrations recorded with a dosage of 175 
milligrams per kilogram. With such a discrep- 
ancy in results one must proceed with great care 
and we feel should not exceed the dosage of 90 
milligrams per kilogram. In addition to this the 
detail and care in its preparation limit its use to 
the one or two individuals responsible. It works 
out very satisfactorily for the first operation in 
a morning, but in a large operative clinic, with 
case following case in rapid succession, the admin- 
istration of tribromethanol is too time-consuming, 
a half-hour at least being necessary to prepare the 
dosage, inject the drug and bring the patient to 
the operating room. Its application I think will 
be limited to those nervous patients who require 
special care and will not become a routine pro- 
cedure for every surgical patient. 


SUM MARY 


In conclusion we found: That all fear of the 
operating room was eliminated. That even though 
some of the patients did not actually fall into a 
deep sleep, they remember nothing after the in- 
jection of the drug. That there was a deeper 
relaxation of the patient than with other usual 
preoperative drugs. That in the patients when 
ether was used with tribromethanol a very small 
amount only was needed to maintain the proper 
level of anesthesia. That when nitrous oxid 
oxygen was used, a very high percentage of 
oxygen could be maintained and the patients kept 
pink, while they were sufficiently relaxed for gall 
bladder, gastric and pelvic surgery, and that only 
two patients required the addition of ether to the 
nitrous oxid-oxygen sequence. That because tri- 
bromethanol does not affect the heart and_ that 
a high percentage of oxygen can be used in nitrous 
oxid-oxygen mixture and that the patients are 
never cyanosed, it can be of great value in an- 
esthetizing thyroid patients and patients with 
myocardial damage. That great care must be used 
in preparation of the dosage of the drug. That 
with the dosages used no untoward effects were 
noted on the blood pressure or respiration. That 
the patients were unanimous in agreeing that it 
was the best surgical experience they had ever 


had. 
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HAY FEVER PLANTS OF UTAH 


By J. Mercer Anperson, M.D. 
Salt Lake City, Utah 


RING the past year a rather complete sur- 
of the hay fever plants of Utah was 
This was done in order to have a compre- 


D* 
vey 
made. 


hensive knowledge of such plants, the seasons of 
pollination, and their general distribution. Inci- 


dentally, collection of pollens was made of the 
more important plants. 


\ wide variation of plants was found—from 
those in the rather moist valleys of the northern 
part of the state to the more arid country in the 
south. Saline soils in the region about Great Salt 
lake have a plant life adapted to those conditions. 
Kor this reason, Great Salt Valley has the 
vreatest variation of plant any valley in 
the state. 

Altitude is also an important factor in distribu- 
tion. Because of the great variations altitude 
throughout the state, there is also a great vari- 
ation in the plant population. Some of the valleys 
in the southern part of the state, because of 
their altitude, have a flora similar to that in the 
northern part. 


Lake 
life of 


THREE MAIN GROUPS OF WU’ 


PLANTS 


rAll HAY FEVER 
Many of the plants observed are relatively un- 
important in the production of hay fever, but 
when present in sufficient quantity they undoubt- 
edly produce symptoms in susceptible persons. 
Three general divisions might be made of 
fever plants: 
1. Trees and shrubs and willows in the spring. 
2. Grasses in late spring and early summer, 
Weeds, sage 
summer and fall. 
In 


and rabbit brush, 


Due to numerous box elder trees throughout the 


HAY FEVER PLANTS 


hay 


etc., in late 


Group 1, the most important is box elder. 
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state, hay fever from this tree is rather common. 
Also, the pollen itself seems to cause symptoms 
more readily than does pollen from such trees as 
the ash, cottonwood, and willow. The season is 
from early in April into the first part of May. 

In Group 2, orchard grass, June or blue grass, 
timothy, salt grass, and redtop—in order—are 
probably the more important. The season starts 
in May and extends into July for certain ones, 
being somewhat longer than that of the trees, but 
is usually equally severe. 


Group 3 is the most important of the three 
divisions. This group includes such plants as 
Russian thistle, sagebrush, common ragweed, 
pickle weed, etc., named in order of their impor- 
tance. This group has a season, starting in May 
with four-winged saltbush (Atriplex canescens) 
and ending with the common sagebrush (Arte- 
misia tridentata) in September and October. 
Greasewood (Sarcobatus vermiculatus), although 
not important as a hay fever plant, pollinates dur- 
ing the latter part of M: iy, all of June and July, 
and the first part of August. 


Iruit trees undoubtedly cause a certain amount 
of trouble. Due to the short however, 
unless the symptoms are very severe, symptomatic 
treatment is preferable. Should the person be 
sensitive to some other pollen, the extract from 
the fruit tree pollen could easily be included in 
the treatment. 


season, 


Dandelion (Taraxacum officinale) causes rather 
severe hay fever in a few individuals, particu- 
larly such persons gardeners, farmers, etc., 
who come into very close contact with the plant. 
The pollen grain is very sticky and requires that 
a person be in rather close contact with the plant 
in order for it to produce symptoms. 

Swamp grasses (Carex spp), cat-tail (Typha 
latifolia), bulrush (Scirpus spp), form a group 
which pollinates heavily but seems to cause very 


as 


little hay fever. 
Such plants as the dock, mustard, bee plant, 
and clover, although common, cause very little 


trouble. Rabbit brush has a rather sticky pollen 
which blows about very little, and is not a great 
factor in hay fever production in most parts of 
the state. 

The ragweed (Ambrosia clatior), although 
causing severe acts in some patients, is not 
the important hay fever plant that it is in the 
Middle West. 

Alfalfa (Medicago sativa), white sweet clover 
(Melilotus alba), and yellow sweet clover (Meli- 
lotus officinalis) have blossoms in which the pollen 
is enclosed, as in the sweet pea. They cause hay 
fever due to the dust they produce when dry and 
used as hay, the same as any dust will produce 


symptoms in hay fever patients. It may he, how- 
ever, that in the dry and pulverized state, the 
blossoms liberate their pollen and produce hay 


fever in susceptible persons. 

Sagebrush (Artemisia tridentata) and Russian 
thistle (Salsola pestifera) are the two worst late 
summer and fall hay fever plants. The pollina- 
tion seasons are long, the plants are abundant 
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and have a wide distribution. The pollen is light, 
will blow for many miles, and seems to produce 
symptoms much more readily than the pollen from 
such plants as the red root (Amaranthus retro- 
flexus), greasewood (Sarcobatus vermiculatus), 
or lambs quarter (Chenopodium album). 


It might be added that the use of local pollens 
in the treatment of hay fever has proved more 
satisfactory than imported extracts. 

The following table gives the list of plants ob- 
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Wheat grass . 

















Wheat grass 

















Slender wheat grass . 

Timothy (C). 

Redtop (C).... 

Field brome (C) 

Large brome 

Salt grass (C) 

Giant wild rye 

Paspalum (C) 

Corn (C) ’ 
Grasslike Plants 

Short bulrush (C) 

Tall bulrush (C) 

Meadow sedge (C) 

Cat-tail (C) ....... 

Baltic rush (C) 

Spike rush 
Urticaceae 

Stinging nettle 
Polygonaceae 

Curled dock (C) 

(Red dock) 

(Western dock) (C) 
Chenopodiaceae 

Fireball (C). : 

Lamb’s quarters (C) 























































































































(C) 















































Mexican tea (C) 














Oak-leaved goose- 
foot (C). 


Four-wing saltbush (C). 
Shadscale (C) 
Saltbush 
Halberd-leaved 

orache (C) 

































































Saltbush 
Greasewood (C) 

















Pickleweed (C) 








Winterfat (C) . 
Russian thistle 
Seepweed 





(3). 


























Seepweed (C) 











Amaranthaceae 
Pigweed (C) 




















Brassicaceae (Cruciferae) 
Black mustard (C) 
Leguminosae 
Alfalfa (C) . 
White sweet clover (C) 
Yellow sweet clover. 
Plantaginaceae 
Plaintain 
Compositae 
Common sagebrush 













































































(Gray) Sage (Cc) 
Aromatic sagebrush 
(Cc) pipet ; 




















Sunflower 
Cosmos (C) 























“©The more important 
printed in italics. 


* C—pollens collected. 


























Eleocharis acicularis.... 


...<ochia scoparia 
Chenopodium 


..Atriplex truncata 
_.sarcobatus 


..“urotia lanata 


.Medicago sativa .... 


served, common and scientific names, and the 
season of pollination. 
Tasie 1.—Utah Hay Fever Plants* 
Common Name Proper Name Season 

Gramineae : 

*Orchard grass (C) ...Dactylis glomerata .....May-June 

Blue grass . 

(June grass) (C) .......Poa pratensis ...May-July 
Red fescue “ Festuca rubra May-June 
Meadow fescue (C) ._Festuca elatior ..May-June 


Agropyron 
pseudorepens 
Agropyron 


..May-June 


subvillosum .May-June 
Agropyron tenerum......May-June 
-Phleum pratense June-July 
Agrostis alba. June-July 
.Bromus inermis June 
-Bromus marginatus June 
.-Distichlis spicata June-July 
.Elymus condensatus J uly 
..Paspalum setaceum June 
Zea mays June-July 
Scirpus paludosus aro 
Scirpus americanus...... June 
Carex spp. ..May 
.lypha latifolia _June- July 
Juncus balticus June 


May-June 


Urtica. holosericea... ...J uly 
Rumex crispus May-June 
--Rumex hymenosepalus June 
Rumex occidentalis . June 


July-August 


album 
Chenopodium 
ambrosioides 


July-August 
July-August 


Chenopodium 


glaucum .. July-August 


-Atriplex canescens. .May-June 
..Atriplex confertifolia June 
-Atriplex cuneata June 
_Atriplex patula 

hastata June-July 


June-July 


vermiculatus -May-July 


.Allenrolfea 


occidentalis July-August 

June-July 
Salsola pestifera July-August 
Dondia erecta (Suaeda 


erecta) ..June-July 


.. Dondia torreyana 


(Suaeda moquinil)....June-July 
..Amaranthus 

retroflexus .. July-August 
Brassica nigra ..J une-July 


.June-August 


Melilotus July-August 


alba 


..Melilotus officinalis.July-August 


.Plantago lanceolata......June-July 
-Artemisia tridentata....Sept.-Oct. 
.Artemisia wrightii.....Aug.-Sept. 


.Artemisia aromatica..Aug.-Sept. 
... Helianthus 
..Cosmos bipinnatus 


annuus July-Aug. 


_July-Aug. 


plants in Tables 1 and 2 are 
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Common Name Proper Name Season 

Lanceleaf yellowbrush ..Chrysothamnus 

lanceolatus Aug.-Sept. 
Rubber rabbit brush 

RED” catextipe tesesatidenentisnedoebies Chrysothamnus 

NAUSEOSUS ...........-000.- September 
Snakeweed (C) ..............-. Gutierrezia 

microcephala ...........Aug.-Sept. 
Common ragweed (C)...... Ambrosia eliatior .Aug.-Oct 
False ragweed (C).......... Franseria me. .-Oct. 
(Prairie ragweed) (C)...Iva xanthifolia .................... August 
Poverty weed (C)........... Iva axillaris... ...J une-July 


SIRT OTION CEC) coveccerecsescecin Taraxacum officin: 
(+ Leontodon 


taraxacum) ..May-June 


Taste 2.—Utah Hay Fever Trees 


Common Name 


Proper Name Season 
Salicaceae 

Peachleaf willow Salix amygdaloides . April 
(Yellow) willow Salix lutea. ..April 
Sandbar willow Salix exigua (—Salix 

fluviatilis) . June 
Willow (C) Salix scouleriana .. April-May 
Black willow I I oak nase esaesieseenl April 
White poplar ..Populus alba.. ..April 


Narrowleaf cotton- 
wood (C). 

Tanceleaf cottonwood 

(Sargent) cottonwood 


-Populus angustifolia...April-May 
Populus acuminata..... April-May 
-Populus sargentii 


(—Populus eoesientatia) ome 
Eastern cottonwood Populus deltoides . April 
Carolina poplar (C) Populus eugene? ..... April 
Lombardy poplar Populus nigra italica April 
Quaking aspen (C) Populus tremuloides May 
Bolle poplar Populus alba bolleana April 
Betulaceae 
Rocky Mountain birch 
(C) . ..Betula fontinalis May 
Fagaceae 
Scrub oak (C) Quercus gambelii May 
Rosaceae 
Apple (C) ..Malus spp. May 
Aceraceae 
Mountain manle cia Acer grandidentatum April 
Box elder (C).. .Acer negundo April 
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POSTENCEPHALITIC PAROXYSMAL 
OCULOGYRIC CRISES* 


REPORT OF CASES 


By Garnetr Cueney, M.D. 
San Francisco 
AND 
SAMUEL Martins, M.D. 
Los Angeles 


Discussion by Thomas G. Inman, M.D., San Fran- 
cisco; William L. Bender, M.D., San Francisco; Arthur 
E. Mark, M.D., Los Angeles. 


ue. sequelae of epidemic encephalitis are many 
and varied. One in particular i is now receiving 
considerable attention in the literature, and its 
rarity, or rather lack of recognition, has caused 
it to be described as a “new eye syndrome” 
(Pardee*). This is the paroxysmal oculogyric 
crises of conjugate deviation of the eyes accom- 


- panied by certain psychic compulsory phenomena 


very similar to, and often confused with hysteria. 
Three of these remarkable cases have been under 
our observation over a year, and the patients have 
been frequently observed during their attacks. 
Two of these are the first to have received large 
doses of stramonium, as far as can be discerned 
from the literature. 


HISTORICAL 
These tonic eye spasms have received no atten- 
tion in this country until recently. In May 1928, 


*From the medical department, 


Stanford University 
School of Medicine, San Francisco. 





October, 1930 


Pardee* stated that only thirty-seven such cases 
were on record. A few months later twenty- 
three cases were reported in Brain (McCowan 
and Cook *), and it was stated that the condition 
had been recognized for little more than three 
years. 


During the early months of 1929, Jelliffe * com- 
pletely reviewed all known cases and reported 
two hundred. He pointed out that an accurate 
description of an attack was made in 1695. It is 
of sufficient interest to include here: “In the 
year 1695, a maiden of this place, about twenty 
years old, daughter of the honest citizen I. F., 
fell into a continued fever characterized by acute 
headache, dryness of the mouth and other symp- 
toms usually noted in maladies of this kind, of 
which, in this subject, the most notable was an 
extraordinary propensity to sleep, which, in pro- 
portion as the headache remitted, became more 
and more pronounced—in such wise that as often 
as the patient was awakened, the relapse into 
slumber was the more profound. In the period 
of temporary improvement of health, there was 
plainly noted a distorsion of the eyes which pro- 
pelled the pupil toward the upper eyelid, showing 
the white of the whole half of the lower eyeball.” 

There are many descriptions of unusual ocular 
manifestations previous to this time which may 
well have been postencephalitic complications of 
the same nature as the now well-described oculo- 
gyric crises. There is no doubt that the condition 
is not a new one, nor is there any doubt that 
it is fairly common. The eye tics, with their 
associated compulsory phenomena, have been 
classified as hysteria, and consequently their real 
significance has been missed. More and more 
articles are appearing on the subject which em- 
phasize the fact that these ocular sequelae are 
to be found in any large group of postencephalitic 
Parkinsonian patients, and that only a knowledge 
of their existence is necessary to identify them. 

Jelliffe has not only brought all the cases to- 
gether, but lucidly traces the development of the 
various observers’ consciousness of the complete 
syndrome. At first the eye tic was simply noted 
as a postencephalitic complication. Other muscle 
spasms, such as the retraction of the head, were 
found to be frequently associated, and very gradu- 
ally it became clear that certain psychogenic com- 
pulsion phenomena were also associated. The 
author emphasizes that the whole picture is due 
to a compulsion mechanism, and that the mani- 
festations are extremely important as an approach 
to subconscious material. Any report of oculo- 
gyric crises should include the compulsory ideas 
and, if ascertainable, the purpose behind the com- 
pulsion impulse. 


SYMPTOMATOLOGY 

For the sake of description the symptoms may 
be divided into three groups—the eye spasms, the 
compulsion ideas, and extra-ocular tonic muscle 
spasms. The first two are probably always in 
the syndrome, although the fixed ideas may be 
present themselves as a separate phenomenon. 
The muscle spasms may be flexor, extensor, or 
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torsion in character. They are occasionally absent, 
but may obtrude themselves in a great variety 
of ways. They are usually confined to the head 
and neck. The acuteness of the original illness 
and the length and extent of the chronic involve- 
ment have no relation to the incidence and sever- 
ity of the crises. 


Eye Spasm Symptom Group.—tThe eye spasm 
is often preceded by a dull ache or sensation of 
heaviness through the frontal region, and occa- 
sionally by pain in the orbit itself. The eyes sud- 
denly become fixed in a stare, their position 
varying in different cases but remaining fairly 
constant for any one given case. They most fre- 
quently gaze upward and slightly to the right or 
left, the downward position is much less common. 
The spasm may be to the right or to the left, and 
cases have been described which look straight 
ahead. Rarely is there convergent or divergent 
deviation. A shift from one position to another 
sometimes takes place. During an attack many 
patients can voluntarily move their eyes with a 
strong effort, but they quickly return to their 
position. 


These eye spasms come on every few days, but 
may recur in a few moments, or be absent for 
months in the beginning. They tend to start at 
about the same hour, commonly in the late after- 
noon or evening, and may be extraordinarily 
punctual in their appearance. This suggests 
fatigue as a factor, and this has been well borne 
out as it is noted by all observers. Emotional 
stress may also bring on an attack. Many at- 
tacks run a course which cannot be influenced. 
However, a few tend to be shortened or aborted 
by lying in the prone position. A respite from 
the spasm is obtained only after falling asleep. 
They may last from a few seconds (when they 
frequently go unnoticed) to many hours, or may 
occur throughout a whole day with only a few 
short interruptions. They commonly last a few 
hours, but their duration frequently increases 
after months or years, so that many patients 
become greatly discouraged. 


Compulsion Idea Symptom Group.—The psy- 
chogenic aspect of the syndrome has often been 
overlooked. Preceding the eye spasm the patient 
frequently becomes highly emotional and is often 
described as hysterical. There may be shouting, 
screaming, obscene cursing, and the like, as a 
primary release manifestation when the check 
control of the usually orderly conscious is first 
removed. This is followed by fixation of the eyes 
and the compulsion ideas, which are startling in 
their substance and their persistence. These un- 
fortunate individuals are no more able to con- 
trol these thoughts than they are their eye spasms. 
The ideas are unpleasant and disturbing and may 
be very alarming to the patient. The sensation 
of impending dissolution is a common one, and 
has been compared to the same fear occurring in 
angina pectoris. Ideas of fear, anxiety, anguish, 
death, wishing for the dark, wishing for sleep, 
repetition of the same letters, numbers or phrases, 
have all been noted. Some patients are forced 
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to think of sexual subjects, and some have frank 
hallucinations. There are patients whose mental 
state is so retarded that they are unable to give 
any reliable information as to what passes through 
their minds during attacks. 


E-xtra-Ocular Tonic Muscle Spasm Symptom 
Group.—The occurrence of extra-ocular muscle 
spasms is not uncommon as part of the syndrome, 
and they may involve the head, neck, trunk, or 
extremities. The most frequently described spasm 
is the retraction of the head. In other cases it 
may be turned to either side, or flexed on the 
chest. This last position when combined with 
upward gaze has been called “the French doll 
eye situation.” Torsion spasms, involving an arm 
or leg or the trunk, are infrequent, but may pro- 
duce bizarre attitudes, adding to the grotesque- 
ness of the picture. All these tonic contractions 
tend to maintain the same direction as the ocular 
fixation. 

PATHOGENESIS 

In chronic encephalitis there is a diffuse lesion 
of the basal nuclei and adjacent gray matter, 
producing the commonly recognized features of 
Parkinsonism, and other less common phenomena 
such as the rhythmical myoclonias and hyper- 
pnea. These lesions may interfere to a greater 
or lesser degree with the cortical inhibitory con- 
trol of the subcortical centers. Such a cortico- 
nuclear distintegration would pervert or destroy 
the check influence of the higher centers, giving 
rise to the so-called release phenomena originat- 
ing in sensory or motor areas of the basal ganglia. 

Such a loss of control over the nuclear centers 
of the vegetative nervous system is responsible 
for the remarkable motor features. The emo- 
tional or hysterical-like outbursts are due to a 
similar loss of inhibitory control of the thalamus. 
The. oculogyric crises are probably due to a 
simultaneous disturbance of inhibition over both 
motor and sensory components occurring parox- 
ysmally, which permits the domination of certain 
compulsion stimuli. It has been suggested that 
the initial disturbance is in the oculogyric center 
or its pathways, or in the vestibular apparatus, 
but the concomitant emotional disturbance makes 
it seem most likely that altered cortical inhibition 
is the primary cause. The paroxysmal nature of 
the attacks may depend on altered metabolism, 
toxic products or cerebrovascular spasms, but at 
present there is no pre of of any of these theories. 

REPORT 


OF CASES 


Case 1.—M. J., American, age thirty-two, single, 
stationary engineer, had been well except for acute 
appendicitis in childhood, followed by laparotomy, 
until he developed influenza pneumonia in 1918. He 
was delirious with fever for three days and was one 
month in bed. There was no eye trouble. He was 
able to work for three years, but gradually grew more 
and more drowsy. In 1921 his right arm grew stiff 
and he had difficulty in performing associated move- 
ments. Excessive drooling of saliva developed and he 
lost his position. He was able to do light work in an 
institution for three years longer, during which time 
the complete picture of Parkinson’s syndrome de- 
veloped, and his lower jaw drooped and frequently 
dislocated. He states that a coarse tremor of the 
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hands and a propulsion gait came on while attending 
the Holy Roller Church. He has been completely 
bedridden for the last five years. 

Five years ago, at intervals of weeks or months, 
spasms of the eye occurred. They would become 
fixed up or down or straight ahead, the staring last- 
ing but a few minutes. Moderate retraction of the 
head occurred, but was inconstant. The crises gradu- 
ally increased in frequency and duration until they 
were occurring about every six days, almost punctu- 
ally, and lasting some sixteen hours. There is marked 
accentuation of the tremor during attacks. Just pre- 
ceding he becomes highly “hysterical” with furious 
outbursts of crying and screaming and complains con- 
stantly that there is something wrong with his ear, 
his nose, or his genitalia. During the period of eye 
spasm he repeatedly calls attention by signs to his 
penis, but does not talk. Ordinarily his mind is quite 
alert, but he will not discuss his compulsion ideas 
other than to say that they are very unpleasant and 
make him feel very bad. 

Treatment.— Hyoscin by mouth has helped the 
rigidity and the tremor to a certain extent, but has 
not influenced the crises at all. Two courses of 
malaria therapy produced no beneficial effects. Re- 
peated injections of bulbocapnin proved of no value. 
A hypodermic injection of morphin sulphate at the 
onset of a crises is of great value in controlling the 
emotional outbursts, but does not change the usual 
course of the attack otherwise. The tincture of stra 
monium in a dosage of twenty minims three times a 
day produced no noticeable alteration in his condi 
tion. However, in larger doses, as, four cubic centi 
meters given three times a day, not only is the general 
condition markedly improved, but also the crises. 
They occur much less frequently and are not so pro 
longed, and there is litthke or no emotional disturb- 
ance if morphin is used in addition at the beginning 
of the attack. At present the maximum improvement 
is best maintained by hyoscin 0.00065 gram orally 
twice daily, and tincture of stramonium 5 cubic centi 
meters four times a day, with the use of morphin 
sulphate 0.01 gram hypodermically as indicated. 

Comment.—This’ patient is intelligent, has a 
good sense of humor and is usually quite codpera 
tive. He feels that his present treatment has 
made his attacks much less severe, and that his 
relief is sufficiently great that he would not volun- 
tarily suspend it. 
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Case 2.—J. P., American, single, mechanic, 


age 
twenty-eight years, had always been very strong 
physically and bright mentally. His family history 


and past history were irrelevant. 


In April 1920, shortly after an attack of illness 
called “influenza,” the patient developed a = general 
weakness, a drunken sensation, and noticed that his 
gait was unsteady and somewhat spastic. He felt 


nervous, particularly during the day, but at night felt 
well enough to continue work for a year as a station 
ary engineer, During this year he developed dizzi 
ness, a tendency to fall forward while walking, and a 
stiffness of his muscles with muscle jerkings which 
frequently awakened him at night. At the end of this 
time his condition was diagnosed hysteria by a phy- 
sician. A rest in the mountains resulted in improve- 
ment, but was followed by a relapse. During the 
second year the nervousness became worse, he found 
it easier to run than to walk, and while walking his 
body would gradually bend forward to an angle of 
almost 90 degrees. All movements became increas- 
ingly difficult. A marked blepharospasm appeared 
and a coarse tremor of his hands developed which, 
with marked spasticity, soon made it impossible for 
him to feed himself. His jaw became difficult to open, 
he commenced to drool, and his speech became slow 
and monotonous with delayed response to questions. 
A masklike face was noted. 











October, 1930 


About two and one-half years after the onset of 
this illness, he developed spells of involuntary staring 
in which the eyes became fixed downward or, more 
frequently, upward and to the left. These were asso- 
ciated with a period of crying either at the onset or 
following. The attacks lasted only a few minutes at 
first, but later lasted four to six hours and occurred 
about every five days. More recently they have oc- 
curred every three to four days, lasting about six 
hours. The eyes become fixed forward and later up- 
ward and to the left. They occur most frequently 
about the middle of the day. There has never been 
any fixation of the head. During an attack he is 
nervous and worried, and fears the eye spasm will 
never terminate. He feels “rotten” and “soft all over” 
and is in such distress he believes during each attack 
that he will die. He never speaks during a crisis, and 
his response is so poor at best it is difficult to get 
an adequate conception of his thoughts, although he 
appears to comprehend all questions quite readily. 


Treatment.—Hyoscin has always made him worse, 
increasing the rigidity and tremor, and limiting his 
already restricted activity. Five intraspinous injec- 


tions of autogenous blood serum were of no real 
benefit, Injections of morphin do not improve his 
ocular spasms. Bulbocapnin has in no way altered 


his condition. Large doses of stramonium have been 
quite disappointing in his case. He drools less and 
is a little brighter and the duration of his crises is 
occasionally shortened, but he has had the least 
benefit from Juxter’s method of treatment of thirty 
patients of Parkinsonism so treated. 


Comment.—This case is a markedly advanced 
one, and very little could be expected from any 


form of treatment. 
7 7 7 


Case 3.—H. E. S., American, single, age thirty-five 
years, until 1920 had been without unusual diseases. 
His family history was unimportant. During the 
early months of 1920, while attending university, he 
was troubled with a severe neuritis of the left knee, 
associated with physical and mental fatigue, insomnia, 
restlessness, anxiety, despondency and loss of sexual 
desire. The following year he suffered from influenza, 
with marked malaise and diplopia. While in a 
pital in 1925 it was noted that he had slow speech 
with poor articulation, slight tremor of the extended 
fingers, and retarded thought processes. No other 
abnormalities were then made out. The diagnosis 
was epidemic encephalitis, residual. 


hos- 


During his illness the patient has been quite active 
and able to go about everywhere. However, for six 
years he has had attacks of typical oculogyric crises 
with slight retraction of the head and the eyes staring 
directly up. The attacks always lasted about one 
hour, but so increased in frequency that they occurred 
several times a day. Nothing helped him and he grew 
very depressed, As he was in the country, under the 
care of his own doctor, large doses of stramonium 
were not tried. In April 1929 he became so de- 
spondent he hanged himself in his closet. 


Comment.—It was not possible to make a care- 
ful study of this patient’s crises, nor to control 
his treatment. The despondency produced by his 
condition is emphasized by the fact that he com- 


mitted suicide. 
TREATMENT 


Possible measures for alleviating the crises 
attention. As some of the 
patients, such as our Case 3, have committed sui- 
cide simply on account of this complication, any 
drug or combination of drugs which may diminish 


their suffering is worthy of careful considera- 


have received scant 
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tion and thorough trial. As with the other seque- 
lae of epidemic encephalitis, hyoscin has been the 
chief drug relied upon to combat the eye spasms, 
but it has met with only indifferent success. In 
certain cases attacks are reported less severe after 
its use hypodermically, but it is usually not stated 
which components are improved and to what 
extent. Many cases receive no relief at all. If 
the crises are considered in the light of release 
phenomena, hyoscin could hardly be expected to 
improve the check control. 

Many other drugs have been tried, but few of 
them need be noted. On the basis that angio- 
spasm initiates an attack, nitroglycerin has _ re- 
ceived a trial but has yielded no results. Appar- 
ently morphin has been used very little. It cer- 
tainly helps Case 1, as his unpleasant sensations 
are greatly lessened thereby. Its use should be 
investigated further. Bulbocapnin is ineffective, 
judging from our experience up to the present 
time. Stramonium should value for two 
reasons. First, it improves many of the other 
complications, particularly the mental lethargy. 
Second, part of its action may be on the cortical 
inhibitory mechanism, its function. 
Large doses must be used to get the maximum 
beneficial effects, but there is very little experi- 
ence with this method of administration upon 
which we may base any conclusions. Stramonium 
has certainly helped Patient 1, but has done very 
little for Patient 2. To our knowledge hyoscy- 
amin has not yet been employed. 


be of 


increasing 


Undoubtedly certain drugs may be beneficial, 
but what helps one case may not be of any value 
to another. For the crises themselves morphin 
and stramonium would seem to offer the best 
possibilities, with hyoscin in the background. 
Each drug should be tried singly and in combi- 
nation in an endeavor to lessen the suffering of 
these unfortunate beings, and our efforts may be 
well rewarded by the patient's appreciation of 
even a slight alleviation of his affliction. 

SUM MARY 

1. Paroxysmal oculogyric crises are a common 
and easily recognizable complication of chronic 
epidemic encephalitis. 

2. The eye spasms are only a part of the crises. 
Concomitant extra-ocular muscle 
compulsion ideas are equally characteristic. 


spasms and 

3. The whole crises syndrome may be regarded 
as a compulsion phenomenon, and should not be 
confused with hysteria. 

4. The three typical cases described present 
the usual clinical findings. 

5. Treatment should be given greater con- 
sideration, as different combinations of drugs are 
of varying value in different cases. Hyoscin, 
large doses of stramonium and morphin seem to 
be of the greatest value. 
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DISCUSSION 


Tuomas G. Inman, M.D. (2000 Van Ness Avenue, 
San Francisco).—If syphilis be exeluded, probably 
no other known disease presents the singular peculi- 
arities exhibited by epidemic encephalitis and its 
sequelae. It begins, in the majority of cases, as an 
acute febrile attack of unusual severity, affecting the 
central nervous system as if by predilection, and 
where death does not occur, terminates in an apparent 
recovery which is as uncertain in its completeness 
as it is indefinite in its endurance. 

After a period of false security, varying in length 
from one to three years, a retrograde process begins. 
There is a gradual slowing up of mental and physical 
activity. Occupations which have been resumed, in 
spite of the persistence of various residual symptoms, 
must be abandoned. Muscular weakness and rigidity 
make locomotion painstakingly measured and slow. 
The facial expression becomes fixed, automatic and 
spontaneous movements cease, the skin may assume 
a greasy appearance, and the patient presents the out- 
ward characteristics of an advanced case of Parkin- 
son’s disease. 

Clinically, this chronic stage gives the impression 
of a continuing infection. The exacerbations of symp- 
toms with alternating slight remissions, the apparent 
transient involvement of new structures causing the 
occasional eye muscle rigidity, double vision, dizzi- 
ness, root pains, somnolence or insomnia, and various 
vasomotor symptoms are not seen in such constant 
combination in true Parkinson’s disease. The pre- 
ponderance of muscular rigidity over tremor is also 
much more marked in chronic encephalitis and the 
spinal fluid may show evidence of a persisting tissue 
irritation. 

Perhaps the chronic stage represents, in part, a 
continuation of the active disease and, in part, the 
effect of a destructive lesion. 


Oculogyric phenomena, the subject of the paper 
under discussion, occur much more frequently than 
the few reported cases would indicate. Appearing 
some years after the onset of the chronic stage, these 
new symptoms were assumed to be due to the same 
causes which are held to account for the rigidity and 
loss of spontaneous movement in other muscles. Irri- 
tation of the oculomotor nuclei, about which the acute 
disease so frequently manifests itself, may be respon- 
sible, but the act lacks some of the characteristics 
of muscle spasm, one difference being the ability to 
correct the eye position on command. That they are 
compulsive acts in the sense that a tic mentale is the 
external expression of a mental conflict seems doubt- 
ful. The symptom is by no means always accom- 
panied by other evidences of emotional unrest and is 
frequently relieved by the same measures used for 
the relief of rigidity elsewhere in the body. 


Little more than symptomatic improvement has 
followed the use of any of the methods of treatment 
at present advocated. The recent use of stramonium, 
combining the actions of atropin and hyoscyamin has 
aroused new interest but, unfortunately, is not well 
borne by some patients. It is not unlikely that the 


apparent superiority of this drug, as compared with 
others of the same group, lies in the fact that, in this 
recently described method, stramonium is given in 
large doses or until the full physiologic effect is ob- 
tained, a factor in treatment often overlooked. 
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A specific therapy capable of arresting the active 
process is much to be desired, but it is unlikely that 
any form of treatment will ever be devised in those 
cases where blood vessels or nerve cells have been 
destroyed, which will do more than ameliorate the 
symptoms, - 

Wituram L. Benper, M.D. (384 Post Street, San 
Francisco).—Each report of localized manifestations 
of epidemic encephalitis makes one wonder when the 
list will be complete. All are of practical importance 
in three chief respects. 

First, the desire of men to control the syndrome 
in which they are interested particularly, is certain 
to lead to more effective means of treatment of that 
particular group and possibly of the other unfortu- 
nate victims of the disease, albeit the progress is slow. 
Second, histopathologic examination of the central 
nervous system of individuals who have developed 
unusual localized signs will lead to better knowledge 
of the functions of the relatively unexplored basal 
ganglia. Certain it is that the lesions are predomi- 
nantly in this area, but to attempt to explain the pres- 
ence or absence of pain, salivation, muscle tonus or 
clonus, changes in behavior, even of lethargy, now is 
largely a matter of theory. Third, the fact has been 
thrust on me repeatedly that epidemic encephalitis 
must enter into the differential diagnosis of nearly 
every central nervous system ailment, especially the 
extraordinary, until definitely excluded. In this re- 
spect it has recently been pointed out that the effects 
of the disease become less characteristic as time goes 
on. How different now from the dictum of the British 
Government’s report in 1920, which stated: “Lethargy 
and diplopia are present in 75 per cent of the cases.” 


®& 


Artuur E. Mark, M.D. (1680 North Vine Street, 
Los Angeles).—Encephalitis and its sequelae have 
been especially prevalent since the influenza epidemic 
of 1918 and are becoming more and more of a prob- 
lem of vital importance to the medical profession. 
That its causation is closely linked with influenza is 
very evident. A history of a cold or influenza is fre- 
quently elicited prior to its onset. In fact, in the 
differential diagnosis between it and disseminated 
sclerosis, brain tumor, and tuberculous meningitis, the 
presence of a cold or influenza antedating or accom- 
panying the attack aids materially in the diagnosis. 


The mortality rate is fairly high and the recovery 
rate is low. In Ziegler’s series of 752 cases the mor- 
tality rate was 13.2 per cent, and the recovery rate, 
about five and one-half years (average) after the 
onset of the disease, was 1.3 per cent. 

The time interval, usually of at least several years, 
required for the development of complications such 
as the Parkinsonian syndrome and the oculogyric 
crises described by the authors, indicates a chronic 
and insidious process where destructive processes 
might be possible at times to control, as they fre- 
quently are in central nervous system or cardiac lues, 
provided more were known of its cause and a more 
specific treatment possible. 

While vaccines have been used, they have accom- 
plished little. Much of our failure in treatment might 
be ascribed to the fact that measures of treatment for 
the most part have been used at the time actual cen- 
tral nervous system destructive changes have already 
occurred. More specific measures, plus more intensive 
treatment over the years prior to the development of 
the Parkinsonian syndrome, may at last lessen the 
intensity and frequency of these complications. 


Vaccine therapy obtained from foci and nasal secre- 
tions at the time of the beginning encephalitis would 
appear to offer some prospects. To be sure, one must 
realize that actual destruction of nerve tissue is un- 
accompanied by regeneration. It is conceivable, how- 
ever, that the destructive process may be partial and 
in this event proper measures of treatment may allow 
for a control of the process with retention of function 
of the part involved. 
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DISEASES OF THE TONGUE* 


By H. C. Linpsay, M. D. 
Pasadena 


Discussion by Samuel Ayres, Jr.. M.D., Los Angeles; 
Moses Scholtz, M.D., Los Angeles; Harry E. Alderson, 
M.D., San Francisco. 


ISEASES of the tongue seem to have been 

somewhat neglected in our textbooks on der- 
matology. A simpler nomenclature and more defi- 
nite descriptions would help the modern student 
in his studies of the buccal mucous membranes 
and of the tongue. Standardized nomenclature 
did much to simplify the study of dermatology, 
and standardized nomenclature could also be used 
advantageously to clarify the study of lingual 
maladies. Up to the present, naming diseases 
after their discoverers has not been overly in- 
dulged in. 

We are assured by good authorities that no 
such thing as psoriasis of the tongue exists. If 
this be true it is high time that this confusing 
term should be eliminated. Leukoplakia buccalis 
is called by over a dozen names, furrowed tongue 
by about the same number, and transitory benign 
placques of the tongue by at least eight names, 
but the names which appeal to me as being most 
appropriate are langue hypertrophie epitheliale 
filiforme, and lingua nigra pilosa, langue noire 
pileuse of the French; these convey some idea of 
the pathology. 


SOME FALLACIES IN DIAGNOSIS 


Fallacies in diagnosis of such diseases as mu- 
cous patches of syphilis for stomatitis, syphilitic 
leukoplakia for lichen planus, traumatic glossitis 
for sclerosing glossitis, antipyrin rash for luetic 
papules or erythema multiforme, specific ulcers 
for tuberculous ulcers or vice versa, carcinomata 
for gummata or vice versa, cysts for gummata or 
vice versa, Vincent’s infected areas for mucous 
papules can be eliminated to an appreciable de- 
gree by careful diagnostic procedure. Careful 
history taking, the use of laboratory technique, 
including selective stains, culturing, microscopic 
and ultramicroscopic examinations, and exactness 
in recording symptomatic details will make dif- 
ferential diagnosis much simpler. The reactions 
chemically upon different media are often in- 
formative. The therapeutic test is one method of 
arriving at a diagnosis which is sometimes neg- 
lected. Even in therapeutic tests, drugs of great 
selectivity for their specific action should be used. 
Thus neoarsphenamin, which is very useful in 
treatment of tuberculous lesions of the tongue as 
well as for its action on syphilis, is not so valu- 
able, diagnostically, as are injections of succini- 
mid of mercury or bichlorid of mercury, which 
are more selective in their action on syphilis. 

Among patients with whom a dermatologist 
comes in contact are some who have been seen by 
persons not especially versed in diseases of the 


* Read before the Dermatology and Syphilology Section 
of the California Medical Association at the fifty-eighth 
annual session at Coronado, May 6-9, 1929. 
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tongue, and abnormalities such as macroglossia 
or even lingual naevi are mistaken for malignant 
tumors or syphilis; and comparatively insignifi- 
cant conditions, such as simple stomatitis, geo- 
graphic tongue, black tongue, traumatic lesions of 
minor importance to the tongue, drug rashes and 
angioneurotic edema of the tongue, all of which 
have excellent prognoses, are erroneously inter- 
preted as very serious maladies. Mueller’s gloss- 
itis is so rare that anyone might be puzzled by it, 
at least for the moment. The prognosis of leuko- 
plakia depends largely upon whether the condition 
is traceable to recognizable and remediable causes. 
Cases apparently due to faulty teeth, excessive 
smoking, and definitely not due to syphilis are not 
prone to cancerous degeneration to the same ex- 
tent as where the syphilitic coefficient is present. 
It has been claimed that all syphilitic leukoplakia 
are scars. While this statement may be true, it 
is undoubtedly difficult to recognize this fact at 
times. Certain cases of lichen planus affect the 
tongue and resemble leukoplakia without show- 
ing the typical mosaic stippling upon the buccal 
mucous membrane and it might be unrecogniz- 
able were it not for the coexistence of lichen 
planus papules upon the skin. I have found that 
certain cases of leukoplakia lingualis respond to 
x-ray treatment ; and definitely specific cases have 
yielded appreciably to x-ray therapy, and lichen 
planus of the tongue is promptly relieved by it. 
Radium is probably handier for this work and 
even more efficient. 

Drug toxemias sometimes affect the tongue and 
buccal mucous membranes. Among these are the 
arsenicals which occasionally produce a lichenoid 
rash on the tongue. Phenobarbital may cause 
erosions similar to those caused by antipyrin and 
phenophthalein. 


TRAUMATIC LESIONS OF THE TONGUE 


Traumatic lesions of the tongue occasionally 
resemble glossitis, especially syphilitic glossitis, 
and scarring may be a result. Cancer is some- 
times produced by irritants acting on the tongue 
over a prolonged period. These irritants may be 


mechanical, chemical or thermic, and may be 
aggravated by superimposed infections. Jagged 
teeth, infected teeth, poorly constructed artificial 
dentures produce the most frequent sources of 
traumatism of the tongue. Undoubtedly some 
other factors are necessarily present aside from 
irritants, to induce malignant changes. Compara- 
tively recently, a case was presented to me which 
had a definite glossitis on the dorsum of the 
tongue. The latter looked as if malignancy had 
set in. Examination revealed no induration, and 
the fact that the patient was young in years 
caused a careful check-up of possible causes. 
This led, in due course, to examination of her 
false teeth. An expert dental mechanic pro- 
nounced the dentures mechanically perfect. Syph- 
ilis and other diseases were systematically ex- 
cluded. It was thought that perhaps the gum 
plastic material used in making the plates might 
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Fig. 1.—Leukoplakia buccalis, errone- 
ously called ‘‘psoriasis of the tongue.”’ 


have decomposed to a slight extent in the mouth 
and that the patient was suffering from formal- 
dehyd or phenol reactions, as these substances are 
used in making the newer celluloid combinations, 
or ambrolites. It was estimated that the infini- 
tesimal amount of anilin dye used in the prepa- 
ration would have little effect in producing an 
inflammation. The upper and lower plates were 
tied to the forearm sufficiently firmly to insure 
definite contact, and they were left there for a 
short time. Upon removal it was found that in- 
flammation was present in the skin under the 
upper denture. Investigation has shown that this 
defect in gum plastic materials can be overcome 
by baking it sufficiently, forty minutes at a tem- 
perature of eighty degrees Fahrenheit, under 
proper pressure of thirty-five pounds. This can 
be accomplished without injuring the color or de- 
tracting from the strength of the material. All 
these condensite materials are being rapidly im- 
proved and one of the newer mixtures requires 
fifty-five minutes, ninety-two pounds pressure, 
and a temperature of 290 degrees Fahrenheit. 


OTHER MOUTH DISEASES 


It has been claimed that as high as 16 per cent 
of apparently normal mouths harbor Plaut Vin- 
cent’s bacilli, and that astounding factor accounts 
for this mischievous infection being considered 
with undue levity by some practitioners. The 
presence of Vincent’s spirillum in symbiosis with 
fusiform bacillus or other germs such as strepto- 
coccus or bacillus pyocyaneus is often the direct 
or indirect cause of serious trouble in the mouth 
and on the tongue. Not long ago a dentist, who 
had a congenitally deeply grooved tongue, found 
to his annoyance that he had a very sore indu- 
rated spot develop in one of the crypts, about 
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one-half inch back from the tip of his tongue. 
He consulted two physicians who worried him by 
the suggestions that he might have cancer or syph- 
ilis. Upon microscopical search being made of 
a fresh smear from the sulcus, pure cultures of 
Vincent’s were found; and a few applications of 
arsphenamin in glycerin by swab cleared the con- 
dition completely. 

Stomatitis seems to have been present in many 
mouths within the last few months. Very severe 
cases of this disease resemble “foot and mouth 
disease.” It is possible that the latter condition 
is missed in diagnosis because salivation, which 
is such a marked symptom of the disease in cattle, 
is not so marked in human beings, and purpuric 
lesions may not be present on the hands and feet 
in every case. Then, too, the methods of investi- 
gation that were formerly at our disposal, and 
strongly recommended by Gerlach, have been cur- 
tailed by law. This law is active, but up to date 
I have not been able to obtain a copy of it. It is, 
for example, illegal to inject a guinea pig with 
material from a supposed case of foot and mouth 
disease to see whether or not the pig will develop 
classical symptoms, and we are therefore depend- 
ent upon symptomatology and upon microscopi- 
cal finding in the material from smears. We are 
informed that the disease is due to a highly re- 
fractive filtrable infectious organism or virus, the 
bacillus of Siegel, visible only by means of the 
ultramicroscope. Personally I have never seen 


this organism and none of the laboratory experts 
in my immediate neighborhood seem to know 
much about it. 


[ strongly suspect some cases of 
genuine foot and mouth disease in human beings 
go undiagnosed. The most frequent source of 
infection by foot and mouth disease in human 


Fig. 2.—Black tongue (lingua 
pilosa) in a patient suffering 
syphilis and cancer of the tongue. 
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Fig. 3.- 


from an inflamed tongue, 
denture depicted caused a 
papillary rash resembling granulation tis- 
sue along the median raphé of the hard 
palate. Sharp ridges were present in the 
scooped-out area. The edges would catch 
on a silk handkerchief, 


beings is supposed to be from infected milk. In- 
cubation period is about three days, before the 
onset of fever and of blistering, foul odored, sali- 
vating stomatitis. The lips and buccal mucous 
membrane and gums are involved the most. The 
whole of the mucous membrane of the palate and 
tongue may be also affected, and a certain amount 
of sloughing may take place along the gingival 
margins. At first you will not grasp the possi- 
bility that this may be a case of foot and mouth 
disease, especially if no lesions show upon the 
hands and feet, and on ordinary investigation by 
microscope, by cultures and serodiagnosis, nega- 
tive findings may lead you to suspect foot and 
mouth disease, but unless you have a_ tenable 
history of exposure, or unless you are expert 
enough to recognize the disease by means of the 
ultramicroscope, you may never be certain of the 
proper diagnosis. The fact that the skin exfoli- 
ates in some cases of foot and mouth disease is 
such a late symptom that it is practically value- 
less in making an early diagnosis. 


OTHER CONFUSING DISEASES 


The resemblance between foot and mouth dis- 
ease and what Osler called putrid sore mouth was 
called to the attention of the medical profession 
by Osler. I saw a case of uremic stomatitis with 
swollen mucosa on lips, gums, and tongue. Sali- 
vation was present and the breath fetid; an eryth- 
ema was present on the skin which was purpuric 
in places. Blood was in the saliva. 


The resemblance of recurrent periadenitis mu- 
cosae necrotica to the ulcerative Vincent’s infec- 
tion is not very marked, but it is to be remem- 
bered that both these conditions may exist on the 
tongue, the oral mucous membrane, and the vagi- 
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nal mucous membrane. The former disease is 
believed to be a tuberculid and may affect several 
members of a family. Last fall I had as a patient, 
a mother, with the disease present upon the 
tongue, the lower lip and upon the vaginal mucous 
membrane, while her son exhibited the trouble in 
the mouth. Her father had the disease for many 
years also in the mouth. The lesions of periaden- 
titis mucosa necrotica recurrens leave permanent 
scars, recur over many years, and are character- 
ized by the typical manner in which the inflam- 
mation develops in one or two spots upon the 
mucosa; and finally the centers of the circular 
spots slough down to the corium and then gradu- 
ally heal by scar formation. During the period 
of evolution of lesions, the patients may run tem- 
peratures, especially if lesions are within the 
vagina. The child could not eat for days at a 
time owing to pain of deglutition and mastication. 
The appearance of a spot upon the mother’s lip 
resembled a typical case of maculopapulo tuber- 
culid. Another comparative rarity which was de- 
scribed in detail by Weidman last year in the 
Archives of Dermatology and Syphilology was 
seen by myself in April of this year, namely, 
“black hairy tongue.” The case which came under 
my observation was undoubtedly specific in origin, 
but the patient believed that the color of his 
tongue was influenced by a certain mouthwash 
which he used to clean his tongue. Upon exami- 
nation with a lens, filiform papillae could be seen 
considerably elongated, and repeated attempts to 
wipe out the discoloration chemically and me- 
chanically failed to eradicate it. Applications of 
the same medicine which he had used upon his 
tongue did not discolor another tongue. Bismuth, 
iron, charcoal, and other black stains do not in- 
crease the growth of filiform papillae. Weidman 
suggests that trichomycosis might. 





4.—The inflamed area along the 
hard palate here 
(a) Partly by 
spicules on artificial 
(b) The plate was 
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Gum plastic decomposition may 
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Fig. 5.—Sclerosing glossitis. This type 
tends to early epitheliomatous change. 


The fact that a physician has been able to defi- 
nitely diagnose one disease of the tongue does not 
exclude the possibility of the patient at the same 
time suffering from other tongue diseases. Thus 
cancer of the tongue is a frequent complication 
of syphilis, and syphilis superimposed upon a 
tuberculous lesion of the tongue, though it is in- 
frequent, has nevertheless been demonstrated. 


TREATMENT 


A word as to the treatment of carcinoma of 
the tongue. Surgery undoubtedly has a definite 
value, but it seems to me that the results obtained 
by implants of radium seeds alone or in conjunc- 
tion with surgical interference excel in curative 
results those obtained by surgery alone. An in- 
teresting paper on this subject by Soiland, Coste- 
low, and Meland appeared in the January issue 
of Radiology. Too much must not be expected 
from excision of the submental gland as an at- 
tempt to stop metastasis to the deeper cervical 
glands, because only some of the lymphatics from 
the tip of the tongue go through this gland and 
the channels from the posterior and middle third 
of the tongue do not. 
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For some unexplained reason, roentgen ray 
therapy does not seem to have been used much 
in treating diseases of the mucous membrane of 
the mouth. McKee expresses the belief that the 
mucosa will not stand x-rays well, although he 
states that he has not used them much for that 
purpose. On the other hand, Sabouraud is of the 
opposite opinion. I have used erythema doses 
of x-rays upon leukoplakia and nonmalignant 
papillomata with surprisingly satisfactory results. 
Smaller doses have greatly improved chronically 
inflamed and enlarged tongues, and they have 
heen useful in reducing the hypersensitive, burn- 
ing tongue which occasionally affects women dur- 
ing the menopause. Theoretically x-rays should 
be helpful in treatment of the sensitive tongue in 
certain leukemic cases. 


54 North Madison Avenue. 


DISCUSSION 


Samue Ayres, Jr., M.D. (2007 Wilshire Boulevard, 
Los Angeles).—A very common lesion of the tongue 
was not mentioned which deserves far more attention 
than is usually accorded it in medical literature and 
texts. This is herpes buccalis, or the common canker 
sore. This frequently occurs on the tongue, and while 
it seldom offers any problem in diagnosis, it may 
recur so frequently as to make life miserable for the 
patient. The writer formerly suffered a great deal 
from these annoying lesions which often made meal- 
time a hardship instead of a pleasure. Since scrupu- 
lously avoiding English walnuts, the lesions have 
ceased to appear, but recur within twenty-four to 
forty-eight hours after indulgence in even the smallest 
amount of walnuts. Many patients have volunteered 
similar experiences, and it is probable that at times 
other nuts or even other foods may provoke attacks 
in certain people. For some reason this information 
seems to have escaped completely the current texts 
on dermatology. 

Another type of case which might offer a good deal 
of a problem is the psychoneurotic individual who, 
in the course of a minute inspection of his mouth, 
discovers for the first time the large circumvallate 
papillae on the posterior portion of the tongue. He 
immediately thinks of cancer and by the time he con- 
sults a doctor he has developed all manner of symp- 
toms to go with the hypothetical lesion. 


my) 
« 


Moses Scuottz, M.D. (1930 Wilshire Boulevard, 
Los Angeles).—Diseases of the tongue can be justly 
considered one of the most difficult and undeveloped 
chapters of clinical dermatology, The nosology of 





Fig. 
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Same as Fig. 6, showing 
leukoplakia on right sector of tip 
of the tongue. (Serodiagnostic tests 


Fig. 8.—Leukoplakia cleared up 
under x-ray treatment. 
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this group of dermatoses is still largely in a state of 
descriptive study and recording of clinical entities. 
The stage of final classification and synthesis is still 
to be looked forward to. 

Yet the clinical significance of lesions of the tongue 
is tremendous. It is sufficient to recall that some of 
the most serious systemic dermatoses may appear 
first as the lesions of the tongue. Thus, superficial 
erosions and ulcerations of the tongue may be the 
first clinical manifestation of latent leukemia: simi- 
larly recurrent minute blisters and sharply circum- 
scribed denuded patches on the tongue may be the 
first symptom of impending pemphigus long before 
any skin lesions make their appearance. 

Much of the pathogenesis of the lesions of the 
tongue is still unknown. Taking even so simple look- 
ing lesions as common canker sores, we do not know 
whether they are of allergic, microbic or metabolic 
origin. Differential diagnosis of the lesions of the 
tongue is much more difficult than of the skin lesions 
because of the different tintorial background which 
hampers correct color perception, 


Therapeutics of the lesions of the tongue lag far 
behind in efficiency in comparison with skin lesions. 

One of the most intractable and common lesions of 
the tongue is leukoplakia. In these lesions I consider 
electrodesiccation the best “all around” method of 
treatment. A new promising vista is opened by the 
recently introduced modality of grenz rays. In one 
case at least, I was fortunate to obtain a complete 
healing of a large ulcerated patch of leukoplakia from 
an erythema dose of grenz rays. 

In a large number of benign papillomata so often 
seen on the tongue, and even of frank malignancy, I 
regard electrodesiccation as the method of choice, 
with the subsequent use of radium if necessary. 


% 


Harry E. Atperson, M.D. (490 Post Street, San 
Francisco).—The subject presented by Doctor Lind- 
say is one that should be discussed more often at 
meetings. We frequently see these various mucous 
membrane lesions wrongly diagnosed. Too often snap 
diagnoses are made by overconfident specialists after 
a brief inspection of the mouth only. The resem- 
blance between some types of leukoplakia and lichen 
planus is often so close that no one has the right to 
make an offhand diagnosis of these conditions, Com- 
plete dermatological inspections, including physical 
and laboratory examinations at times, are necessary 
to establish the diagnosis. 


As for the therapeutic test in cases with lesions 
simulating carcinoma and lues of the buccal mucosa 
it must be remembered that arsenic is an epithelial 
stimulant and, therefore, mercury would be preferable. 
I have seen two patients with lues and carcinoma of 
the tongue coexisting who were given arsphenamin 
followed by marked acceleration of the growth of the 
carcinomata. One should not waste much time, how- 
ever, testing for the effects of drugs, for the loss of 
two or three weeks when radium or surgery -might 
have been applied may be fatal for the patient. 

As suggested by the author, roentgen therapy to 
the mouth is not so difficult to apply as some imagine. 
But this or any other form of therapy should not be 
administered before a positive diagnosis is made. Too 
many x-ray technicians are blindly treating dermato- 
logical conditions without really knowing what they 
are treating. They are very much in the position of 
druggists, who because they dispense for so many 
patients yield to the temptation to prescribe for 
symptoms. 

We have had several cases of black hairy tongue 
and one of white hairy tongue. In both cases Doctor 
Way has been able to obtain and grow monilia, ap- 
parently the main etiological factor. 


Y» 
we 


Docror Linpsay (Closing).—Time limit on such a 
paper prevented me from including data as to the 
efficacy as well as safety of the use of ultra-violet ray 
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in superficial lesions of the lips such as herpes and 
canker sores. Ultra-violet ray is also useful in hasten- 
ing the cure of lesions of stomatitis upon the tongue. 

I fully appreciate Doctor Alderson’s contention that 
a definite diagnosis should be made before x-rays are 
employed in treatment of any lesion whether of 
mucous membranes or other parts of the body, and 
its use and the intensity of dosage should be carefully 
considered before treatment is started, 

Allergic reaction of an individual to nigerian nuts, 
known as “nigger toes,” was brought to my notice by 
a young lieutenant in the Canadian army who had 
the most intense swelling of the lips and tongue if 
he but bit into a nut of this kind. Reaction would 
take place in a very few minutes. 


One particular brand of tooth paste has been called 
to my attention four times. It produces a minute 
vesicular rash on the insides of the lips of susceptible 
individuals. Relief is rapid once the patient changes 
to a potassium chlorate type of tooth paste. 

Desiccation is useful for the treatment of papillo- 
mata of the tongue and I have used it with success 
in treating limited areas of leukoplakia, but of course 
it has its limitations. The cautery has its advocates 
for leukoplakia also. My object in emphasizing x-ray 
therapy of lesions of the tongue is that I am under 
the impression that this valuable modality could be 
used to advantage in many instances where other 
methods not more efficacious and decidedly more 
painful are used. 


MISSED INTRA-OCULAR FOREIGN BODIES* 
REPORT OF CASES 


By Barton J. Powe i, M.D. 
Stockton 


N the mining districts of northern California, 

injuries to the eyes from foreign bodies fre- 
quently occur. l’ormerly many eyes were lost 
and many unfortunates went through life blind. 
With modern methods, such as the magnet and 
ophthalmoscope, this loss of vision has been 
greatly reduced. So much has been published on 
this subject that it is chiefly the purpose of this 
paper to report some cases of missed intra-ocular 
foreign bodies. _ me 
LITERATURE 

From the literature on foreign bodies, I shall 
take time to quote only briefly. The first recorded 
localization of foreign bodies in the eye is said 
to have been made by Dr. Charles H. Williams 
and Dr. Francis H. Williams of Boston, June 5, 
1896, and by Dr. William M. Sweet of Philadel- 
phia in 1898. Derby? says, “In every injury to 
the eye the possibility of an intra-ocular foreign 
body should be considered. Never depend on the 
history given by the patient.” It is possible to 
locate and remove one foreign body from the eye 
and leave another undetected. Cases of this kind 
have been reported where a piece of steel was 
removed from the cornea and later a piece from 
the lens.2, According to Fuchs,’ “If there is a 
foreign body in the eye which cannot be removed 
at once, the eye is almost always lost”; also 
in stating the prognosis, “The danger which 
threatens the other eye because of sympathetic 


# Chairman’s address, Eye, Ear, Nose and Throat Sec- 
tion of the California Medical Association at the fifty- 
ninth annual session, Del Monte, April 28 to May 1, 1930. 
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inflammation must not be forgotten. After an 
unsuccessful attempt to remove a foreign body, 
the eye must be considered a constant source of 
danger to its fellow. This applies particularly 
when the foreign body is located in the posterior 
chamber and especially if it is copper.” If the 
patient’s intellect is such, however, that the risk 
can be understood, and an oculist is accessible, 
such an eye, if quiescent, can be left im situ. 
Recently a patient, an intelligent business man, 
was brought to our office with a number six 
chilled shot, received while duck hunting, which 
was located posteriorly imbedded in the choroid. 
The eye is quiescent and under observation. 


TOLERANCE OF EYE TO FOREIGN BODIES 


It is interesting to note in this connection some 
cases of unusual toleration of foreign bodies. 
Herman Knapp * reports that foreign bodies have 
remained in the eye and become encysted, as in 
the case of a man who had a piece of glass in 
the vitreous for eight years, and another who had 

piece of brass for four years. Walter Scott 
Franklin and Frederick C. Cordes report a case 
of an intra-ocular foreign body of forty-six years’ 
duration where no attempt had been made to 
ascertain its location. After enucleation, the for- 
eign body proved to be a piece of copper three 
millimeters square. Adroque and Crocco® of 
Buenos Ayres relate that an iron splinter which 
had been in the anterior chamber of a recruit’s 
eye since childhood seemed so perfectly tolerated 
that the recruit was accepted without any attempt 
to remove the foreign body. A. E. Bulson, Jr.,® 
reports many cases of tolerance to foreign bodies 
within the posterior segment of the eye, and in 
the discussion Dr. Lloyd Mills of Los Angeles 
stated: “Our conception of sympathetic ophthal- 
mia in relation to retained foreign bodies is to 

large extent based on the faulty German sta- 
tistics made as a result of the Franco-Prussian 
War in 1870. In that report approximately 100 
per cent of cases of sympathetic ophthi ilmia were 
stated to be the result of injuries of this sort. 
During the first year of the war, study of these 
cases up to that time showed that the original 
statistics were entirely incorrect.” There had 
been many cases of retention of multiple foreign 
bodies in the posterior segment of both eyes with 
reasonably good sight. At that time he made a 
prediction that we should have to change our atti- 
tude toward retained foreign bodies. He further 
states, “I have seen a number of cases in which 
several multiple foreign bodies have been retained 
with fairly good vision”; quoting Dr. George E. 
DeSchweinitz,’ “While foreign bodies in the back- 
ground of the eye may be tolerated for a long 
period of time, with retention of good vision, 
they never can be trusted and are liable to cause 
degenerative changes.” Parsons* says that in 


rare cases foreign bodies in the vitreous may be 
encapsulated and remain indefinitely without set- 
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ting up any serious changes. But unfortunately 
there are few late histories of these cases. Cer- 
tainly in a large number deterioration of vision 
occurred, and even loss of sight. These are the 
usual sequelae. 

As the nearest oculist to the lumber camps and 
mines in one of California’s mining districts, I 
have seen some interesting cases of missed for- 
eign bodies, but I wish to cite only a few. 


REPORT OF CASES 


Case 1.—C. A. G., laborer, twenty-six years of age, 
working at Hetch Hetchy for the San Francisco 
water system, gave the following history: July 8, 1928, 
was hit in the left eye by a piece of rock; received 
attention at the company hospital in the mountains 
for three weeks; no x-ray taken. He was referred to 
the writer August 2, 1928, three weeks later. Exami- 
nation: Vision of the right eye, the uninjured eye, 
20/200. Patient stated he had always realized that 
the vision in this eye was not acute, and in shooting 
a gun he had shot left-handed. Vision in the right 
eye, the injured eye, was to light only. With the aid 
of the Sweet localizer, a foreign body was localized 
in the vitreous and proved to be a piece of steel 
3x3x1% millimeters, notwithst inding the only his- 
tory of injury available was of having been struck by 
a piece of rock. The steel was removed with the 
giant magnet through a scleral opening. On April 3, 
1929, nine months afterward, vision in the right eye, 

1.50 
with a plus 

0.50 
plus 0.50, cyl. 180 degrees, the vision of the injured 
eye was 20/100. The patient has experienced no diffi- 
culty and will probably continue to have vision suffi- 
cient for ordinary laboring purposes. 


90 degrees, was 20/70. With a 
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Case 2.—This I consider a very unusual case. 
J. B. S., twenty-nine years of age, employed by a 
lumber company in Tuolumne County, gave the fol- 
lowing history: The right eye had been inflamed for 
two weeks before consulting me, and he had at- 
tributed it to irritation of cedar-wood dust. Examina- 
tion on July 2, 1926, showed vision in the right eye 
of fingers at one foot, left eye 20/15. There was a 
pronounced keratitis which obscured any vision into 
the interior of the eye; Wassermann negative, x-ray 
of teeth negative. He was returned to the company 
hospital and, in addition to treatment of the eye, mer- 
curial inunctions were advised. On August 6 he was 
returned to me and there was no improvement noted 
in the eye condition. In reviewing the history again 
with the patient, it was ascertained that there were 
numerous small bits of foreign bodies in the eye at 
the time he came in contact with the cedar dust. 
Patient seemed stunned at the time, but continued to 
work for a week. He stated that during all this time 
he had no pain. At times the eye was slightly tender 
and there was no vision. As the foreign material hit 
him with some force as it descended from the waste 
chute, the possibility was considered of there being 
some small steel filings from the loose strips of an 
old steel cable. X-ray was taken and a foreign body 
located 32 millimeters posterior, 15 millimeters above, 
and 25 millimeters to the temporal side from the 
center of the cornea. The size of the body was 
3x 1x1 millimeters. The magnet was negative. From 
the measurement you will note that the foreign body 
was posterior to the eyeball. On August 25, some 
eight weeks after the accident, there was a general 
panophthalmitis and the eye was enucleated. The 
foreign body was not recovered. 
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G. D., laborer, twenty-four years of age, 
employed in the mountain district of Tuolumne 
County. On September 26, 1926, he was struck by 
a piece of rock; no particular pain; treated at the 
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emergency hospital in the mountains for contusion 
from September 26 to October 18, when he was re- 
ferred to me. Examination showed vision of right eye 
nil, left eye 20/20. With the aid of the Sweet localizer 
a foreign body 4x 4x4 millimeters was located eight 
millimeters back to the center of the cornea, one milli- 
meter below and one-half millimeter to the nasal side. 
Under a general anesthetic the usual scleral incision 
was made and no difficulty experienced in removing 
the foreign body, which proved to be steel. On De- 
cember 6, 1926, the vision of the right eye was per- 
ception of light; no pain, pupillary reaction sluggish, 
detached retina; left eye 20/20, Jaeger 1. In this case 
there was no vision from the date of the accident, 
but with the foreign body removed the danger of 
sympathetic ophthalmia was avoided and the cosmetic 
effect assured, 
y y y 

Case 4.—J. A. F., mechanic, twenty-four years of 
age, living in Turlock. Patient reported October 24, 
1923, stating that six days previously, while chipping 
hard steel, a piece hit the left eye. He was seen by 
a local physician; no x-ray taken; given conservative 
treatment. When first seen by me he had a corneal 
scar and traumatic cataract. The giant magnet was 
tried for diagnostic purposes and a sliver of steel was 
immediately drawn into the anterior chamber and was 
removed through the corneal scar. 

In these and many other cases which have come 
under my observation, I realize each day how much 
oculists owe to Dr. William M. Sweet for his excel- 
lent localization apparatus. If oculists would follow 
this method and make use also of the giant magnet 
of the Hobbs type and in some cases a portable mag- 
net, intra-ocular foreign bodies would be more readily 
located and fewer of the obscure type would be 
missed. 


To summarize, the oculist must bear in mind 
these points: 

1. According to the advice of such authorities 
as DeSchweinitz and Parsons, intra-ocular for- 
eign bodies may at any time cause serious dis- 
turbances. 

The history given by a patient with an eye 
injury can never be relied upon. Experience has 
proved that very often a patient does not know 
what really happened to his eye. 

The safe procedure is a systematic exami- 
nation of all cases for missed intra-ocular foreign 
bodies. 

4. There should be frequent use of the magnet 
and x-ray, not only to detect the presence of a 
foreign body, but also as a safeguard against 
probable charges of malpractice and neglect. 

And, lastly, make intelligent use of that most 
valuable localization apparatus, perfected by that 
grand old master, the late William M. Sweet. 

Medico-Dental Building. 
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THE SYPHILITIC KIDNEY* 
REPORT OF CASES 


By Irvinc Bancrort, M.D. 
Los Angeles 
Discussion by Harry E. Alderson, M.D., San Fran- 


cisco; Henry H. Lissner, M.D., Los Angeles; George D. 
Culver, M.D., San Francisco. 


YPHILIS, either the so-called hereditary form 

or the acquired form, is at first a definite septi- 
cemia. That is, the spirochetae circulate in the 
blood and, as the blood is definitely antagonistic 
to their continued presence, they quickly enter the 
blood vessel walls and perivascular spaces and 
there are quickly surrounded by groups of lym- 
phoid and plasma cells. These groups of primitive 
cells when located in the kidney soon press on 
the highly organized secreting cells and there is a 
definite loss of function of the kidney as a whole. 
This process takes place to a certain extent as the 
final result in all infectious diseases and in cer- 
tain toxemias. As Warthin says, speaking of 
syphilis, ““The price of immunity is fibrosis.” 


CHANGES DUE TO FIBROSIS 


It is probable that the cycle from infiltration 
to fibrosis occurs rapidly in the kidney region. 
Autopsy reports on syphilitic children show th: it 
diminution in size of the kidney is a compara- 
tively early symptom of syphilis. Warthin has 
made some wonderful sections of the kidney in 
very early syphilis showing spirochetae in the 
walls of the tubules and especially in the walls 
of the convoluted tubules and in the perivascular 
spaces, but autopsies in general on syphilitics show 
fibrosed kidneys. Warthin does not find spiro- 
chetae in a fibrosed area, but in an area where 
there is still an infiltration with lymphoid and 
plasma cells. But a definitely fibrosed kidney is 
an example of “damaged goods” and, as such, is 
liable to be affected by any of the ordinary toxic 
remedial agents somewhat in proportion to the 
extent of the existing fibrosis. 

Children with congenital syphilis would be ex- 
pected to be particularly susceptible to irritating 
syphilitic remedies because, except in very young 
babies, the stage of fibrosis would have been 
reached. During the last two years the writer 
treated twenty-five patients with congenital syphi- 
lis and of these, three had albuminuria at some 
time during the course of treatment. Quesliuer 
has made an interesting study bearing on this 
point. She traced the kidney history of one hun- 
dred congenital syphilitics for a period of many 
years and found that 40 per cent had developed 
acute nephritis at some time and mostly from very 
trivial causes. One patient, for instance, devel- 
oped acute nephritis following two patches of 
impetigo. 

Syphilitic nephritis, the kind occurring during 
the secondary stage of an untreated syphilis, is 
very rare. H. A. Christian states that he has only 


* Read before the Dermatology and Syphilology Section 
of the California Medical Association at the fifty-eighth 
annual session at Coronado, May 6 to 9, 1929. 
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seen two or three cases and that he is not sure 
what bearing the positive Wassermann and the 
history of syphilis has on them. He also states 
that there is a question whether the high lipoid 
content of these patients has some influence on the 
Wassermann reaction. It is significant that War- 
thin did not find any lipoid degeneration in the 
tubules of autopsied syphilitic kidneys. Syphilitic 
kidneys are supposed to improve with antisyphi- 
litic treatment because the spirochetae are in ac- 
cessible places and are not protected by fibrous 
tissue. The diagnosis of this form is made when 
other etiologic factors are absent and complete 
abatement of the symptoms takes place following 
antisyphilitic treatment. The symptoms are es- 
sentially those of ordinary acute nephritis but 
with a normal or nearly normal blood pressure 
and, especially, enormous edema and large quanti- 
ties of albumin in the urine. 

In a series of three hundred and fifty patients in 
which the urine was examined by the author, 
mostly from the Los Angeles City Clinic, albumin 
was found in two patients during the first few 
months of the disease, this being one-fourth of 
the total number which showed albumin. These 
two patients both hecame albumin-free after treat- 
ment was stopped. 

Another patient who was practically typical of Ep- 
stein’s nephrosis developed a marked edema of his 
legs in October 1928. His blood pressure was normal; 
urine contained six per cent albumin, His Wasser- 
mann reaction was four plus. Urine contained casts 
and renal cells chiefly. He received antisyphilitic 
treatment at the Los Angeles General Hospital, and 
also was under a high proteid diet and at times a 
nephritic diet, While taking bismuth and _neoars- 
phenamin, the albumin increased to 26 per cent, but 
with a rest in bed and bismuth it decreased again to 
six per cent. In January 1929 he went to Arizona 
and ceased treatment. On April 5, 1929, he still had 
marked edema of his legs. The diameter of the 
smallest part of his ankle was 13% inches. He is 
5 feet 11 inches tall and weights 150 pounds. 


EFFECTS OF TREATMENT 

Treatment, of course, can never replace the 
fibrous tissue by secreting tissue, and the most 
that can be hoped for is to prevent the reproduc- 
tion of spirochetae and to lessen the mobilization 
of lymphocytes and plasma cells and to lessen the 
pressure on the glomeruli and other secreting 
parts of the kidney. But treatment is also a two- 
edged sword, the immediate and final results of 
irritative substances passing through the kidney 
is practically identical with that which takes place 
when spirochetal irritation has existed for a long 
time, and it is reasonable to expect that in certain 
cases symptoms of kidney irritation would take 
place on a very slight provocation. 

It is probable that during the course of treat- 
ment many kidneys already injured by syphilitic 
infection are irreparably damaged. Others which 
are not so damaged get enough punishment to 
cause malaise and a condition of debility which 
is often falsely attributed to the syphilitic infec- 
tion itself or, as some say, to the liberation of 
syphilitic toxins. It has been noted by many ob- 
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servers that the syphilitic patient complains of 
vague symptoms toward the end of a course of 
treatment and soon becomes normal when the 
vacation period has been well entered. The symp- 
toms of these patients are similar to those of acute 
tubular nephritis or nephrosis, as this form is 
called sometimes, and it is a well-known quality 
of the kidney of this kind to have a different 
coefficient of excretion for various elements, es- 
pecially for salt, water and nitrogen. So it is 
with arsenic. If the kidney excretes the arsenic 
promptly, there might be less reason for liver 
degeneration or necrosis. It is even stated dog- 
matically by some authors that if the kidney func- 
tions properly that liver degeneration will not take 
place. 

The following case would serve to indicate, 
however, that the kidney may function properly 
and still there may result a definite hepatitis. 

A young woman, well developed and nourished, age 
twenty, had a primary sore in March 1928. Between 
then and November 1928 she received twenty-one 
doses of neoarsphenamin and mercury, with three rest 
periods of four weeks each. During the first two 
courses she had acute lumbar pain lasting for a short 
time after some of the neosalvarsan injections. Fol- 
lowing the first dose of the third course, she became 
sick with slight fever, chills, nausea, and malaise. 
Three weeks later she developed a severe jaundice. 
Urine was normal except for a few hyaline casts and 
at times a small amount of albumin. Kidney func- 
tion tests were normal with phenosulphothalein ap- 
pearance time thirty minutes, 45 per cent in first 
half-hour. Autopsy six weeks after last syphilitic 
treatment revealed a kidney with moderate degree of 
cloudy swelling and with glomeruli and secreting 
tissue fairly intact. The liver showed acute hepatitis, 
with degeneration and cellular infiltration, and it was 
evidently the liver condition which caused her death 
and, according to Doctor Wagner, who performed the 
autopsy, the liver degeneration was caused by arseni- 
cal poisoning. 

Concrete examples of the injury caused by irri- 
tative syphilitic remedies are easily available. 
During a war service in a large base hospital the 
writer was required by his commanding officer 
to examine the urine of all who received syphi- 
litic treatment, just before and six hours after 
treatment. The treatment was arsphenamin and 
was given diluted with twenty-five cubic centi- 
meters of water to each one-tenth gram. Exact 
figures are not available, but from memory about 
six out of each one hundred patients would show 
albumin six hours after treatment, and of these, 
three would still have albumin at the next treat- 
ment day. In three hundred and fifty cases re- 
cently examined by the writer eight showed albu- 
min at some time during a course of syphilitic 
treatment. Details of a few cases follow. 


REPORT OF CASES 


Case 1.—Man, age forty-nine, cardiovascular syphi- 
lis. Wassermann, one plus. On August 29, 1928, 
urine was negative. Took seven doses of neosalvar- 
san, and on December 5, 1928, and during the suc- 
ceeding weeks, the urine contained albumin. Took no 
treatment during that time. On January 14, 1929, the 
urine contained no albumin. The treatment was neo- 
arsphenamin and mercury. 














October, 1930 


Case 2.—Boy, age eighteen. Chancre was noticed 
in October 1927. Thirteen doses of neoarsphenamin 
and twelve doses of mercury were given up to March 
1928. Albumin was found after the first dose of neo- 
arsphenamin; urine again contained albumin. After 
several weeks patient became albumin-free. But after 
another dose of neoarsphenamin he again showed 
albumin in considerable amount. 

It has been said that dermatitis is less liable to 
occur when the kidney function is perfect. How- 
ever, in thirty-three cases of dermatitis which 
occurred at the city venereal clinic and in pri- 
vate practice only two patients showed albumin. 


SYMPTOMS DUE TO THERAPY 


The symptoms seen many times during treat- 
ment of syphilitic patients and which are probably 
due to medication may be classified as follows: 

Stomatitis, diarrhea, and dysentery are prob- 
ably due to gastro-intestinal disturbance. Loss of 
appetite and jaundice are due to injury to the 
liver. Lumbar pain, diminution of urine, and 
albuminuria are due to injury of the kidney tissue. 

It would seem prudent in the treatment of 
syphilis that the eliminative power of the kidney 
filter should be kept intact, and that the other or- 
gans of elimination should be constantly watched. 
The skin, sweat glands, liver, and intestines are 
sometimes overlooked, but they have a share in 
excretion. Albumin and urobilin in the urine 
should both be considered as red flags, indicating 
possible danger ahead, and jaundice, even though 
slight, should be a semaphore signal to stop all 
irritative treatment. 

SUMMARY 


1. In the urinary examination of three hun- 
dred and fifty patients with syphilis no definite 
instances of syphilitic nephritis which improved 
under treatment were discovered. 


2. Neoarsphenamin treatment was followed by 
albuminuria in three per cent of three hundred 
and fifty adult patients. 


3. Neoarsphenamin treatment was followed by 
albuminuria in twelve per cent of twenty-eight 
congenital syphilitics. 

4. Albuminuria occurred in six per cent of 
thirty-three luetic patients in whom dermatitis 
occurred during arsenical treatment. 

803 Detwiler Building. 


DISCUSSION 


Harry FE. Arperson, M.D. (490 Post Street, San 
Francisco).—This interesting paper brings up many 
questions of practical importance. The ability of the 
kidneys often to stand heavy antisyphilitic treatment 
without serious damage is well known, This fact and 
the belief that the liver can likewise stand the same 
may give a false sense of security to those who be- 
lieve in “superintensive” therapy. Much of our treat- 
ment of syphilis consists of the use of drugs and 
measures to build up bodily resistance to the Spfiro- 
cheta pallidum and we are defeating our own purpose 
in pushing arsphenamin, bismuth, or mercury therapy 
too far. We have learned, the past few years, to give 
smaller doses of arsphenamin at shorter intervals and 
to watch very carefully for early signs of untoward 
effects. Certainly, as Bancroft states, albuminuria, 
urobilinuria, and jaundice constitute danger signals. 
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In early syphilis, albuminuria and casts are seen 
fairly often and then a true acute syphilitic nephritis 
may develop. This nephritis may be made worse by 
intensive treatment. It usually will respond to small 
doses of neoarsphenamin and bismuth. Too rapid de- 
struction of the Spirochetae pallida in renal and liver 
foci may result in serious damage to these organs. In 
brief, one should follow a general plan, but should 
vary this treatment with the patient, remembering al- 
ways that one is treating the patient as well as the 
disease. 


* 


ee 


Henry H. Lissner, M. D. (1131 Roosevelt Building, 
Los Angeles).—Every infection leaves its residue 
which may be seen either immediately after the acute 
manifestations have subsided, or may act as an impor- 
tant etiological factor in the development of future 
trouble. We have too often hidden behind a veil of 
false security from this standpoint. 

It has been difficult to definitely ascertain the exact 
amount of damage the syphilitic process produces to 
the kidneys in acquired syphilis. The medical litera- 
ture on this subject is scarce, and many excellent 
books on nephritis do not even mention this subject. 
Studies, such as Doctor Bancroft has_ presented, 
should be encouraged to help us solve this important 
problem. 

I quite agree with Doctor Bancroft that overzealous 
use of antisyphilitic remedies without proper labora- 
tory studies before and during treatment have caused 
irreparable damage. 

The facts brought out in reference to the effect of 
congenital syphilis upon the kidneys and its treat- 
ment are very interesting. 

What type of medication to use in the treatment of 
congenital syphilis has always been a great problem 
not only from the standpoint of possible damage of 
the kidneys and liver, but also of the cardiovascular 
system. 


ie 


From my own personal experience I am of the 
opinion that in the treatment of syphilis, after the 
acute stage has passed, the arsenic preparations are 
contraindicated. I also feel that before the treatment 
by arsenic and mercury are resorted to, that careful 
studies should be made of the kidney function and 
liver function, and where either of these are found at 
fault, bismuth is the medication of choice. That if 
these tests are followed carefully less damage will 
be done to the liver and fewer fatalities will occur 
from the lighting of an acute nephritis on a chronic 
basis. - 

Grorce D. Curver, M.D. (450 Sutter Street, San 
Francisco).—Doctor Bancroft has done well to point 
out again the possibility of disease of the kidneys in 
syphilis and in its treatment. 

In the study of such an important phase of the dis- 
ease as disturbed kidney function in the treatment of 
syphilis, which seems to me to be of paramount im- 
portance, one has to consider the syphilitic patient 
as an individual. As important as specific medication 
is, the body as a machine is more important still. It 
has within it a big factor of natural resistance. Medi- 
cation must not be permitted to break down that 
natural resistance and render the mechanism less 
effective. 

When with careful watching it is discovered that a 
defective kidney function of acute character has de- 
veloped, or that it is indicative of possible true syphi- 
litic pathology, treatment has to be modified to fit the 
case under management. 

Since the most effective medication in syphilis de- 
pends upon rapid ingress and likewise rapid egress of 
the medicament, it is of the greatest necessity that all 
the eliminative systems should act as perfectly as it is 
possible to make them. 
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URETERAL PAIN AFTER NEPHRECTOMY— 
TREATMENT BY URETERECTOMY* 


REPORT OF CASES 


By Lewis Micuetson, M. D. 
San Francisco 


Discussion by Anders Peterson, M. D., Los Angeles; 


William E. Stevens, M.D., San Francisco. 


|" IE pathological ureter as a cause of disturb- 

in the abdomen and back is now well 
recognized. Appreciation of this fact has been 
accorded only within the last ten or fifteen years, 
and has been a slow and gradual process. At 
present, when a patient complains of pain in the 
abdomen, more localized in the lower half, or the 
lumbar regions—ureteral pathology should be 
thought of. No longer do we consider only the 
old-time culprits, such as the appendix, tubes, 
kidney. Now we take into consideration, also, 
the ureter as a quite possible cause of the 
condition. 


ance 


It is only within a comparatively recent time 
that medical men have realized that, before re- 
moval of the appendix, the question of an ureteral 
stone should be thoroughly considered. More 
recently yet, our knowledge of ureteral strictures 
and kinks has so progressed, that it has become 
routine, in cases of this type, to carry out a 
detailed examination of both ureter and kidney, 
unless the pathology is obvious. ‘The develop- 
ment of nephro-ureteral surgery has likewise pro- 
gressed since the time when nephrotomies, neph- 
rectomies, and ureterectomies were virtually the 
only nephro-ureteral operations performed. 

Nowadays plastic operations upon practically 
any part of the tract, or even a complete nephro- 
ureterectomy with partial cystectomy is not un- 
common. Ureterectomies, subsequent to neph- 
rectomies, however, are very unusual. This is 
probably due to advances in pathology and diag- 
nosis of reno-ureteral disease; so that at the time 
of operation the necessary surgery is accom- 
plished, and the ureter removed when indicated. 
However, although uncommon, subsequent ureter- 
ectomy has been carried out in quite a number of 
cases, notably for stone, tumors, or metastases 
left in the ureter, for pyuria and persistent sinus. 
In all the cases I have been able to find in the 
literature, the pathology was very evident and 
easily demonstrable, but the type of case that I 
desire to call attention to is the one in which all 
laboratory findings, including ureterograms, are 
negative. In this type, no definite pathological 
entity can be demonstrated, the diagnosis being 
made from the clinical history, the predominant 
symptom being pain. 


REPORT OF CASES 


The following is a summary of the two cases 
I am reporting : 


Case 1.—Miss G. C. Age 38 years. Referred by Dr. 
A. N. Nittler, September [f3, 1929. 


*Read before the Urology Section of the California 


Medical Association, at the Fifty-ninth Annual Session, 
Del Monte, April 28-May 1, 1930. 
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Complaint: Pain in right groin and back. 


Past History: Seven years ago frontal sinus op- 
erated upon. Appendectomy about two years ago. 
Last February operation for adhesions around pylorus 
and duodenum which relieved excessive nausea and 
vomiting. Three months ago hysterectomy with re- 
moval of tubes. 

Present Illness: For the last four weeks the patient 
had pain in right groin and right lumbar region, inter- 
mittent in character, and at times excruciating. This 
had no relation to taking of food. Has had increased 
frequency in urination, but no dysuria, hematuria, or 
passage of calculi. Urine showed occasional white 
blood cells. Has had no chills; temperature varied 
from 99 degrees Fahrenheit to 101 degrees Fahrenheit. 
Gastro-intestinal history negative. The patient’s gen- 
eral condition was emaciated and weak. There were 
several scars on the abdomen and one on the face 
from the frontal sinus operation. Except for tender- 
ness over the right kidney with some rigidity, the 
physical examination revealed little. Cystoscopy 
showed only patches of localized cystitis. Pyelograms 
and passage of wax tips were likewise negative. Al- 
though no definite tug was met with, the patient 
seemed to improve for a time with dilatation of the 
ureter. However, the pain becoming constantly 
severe and her general condition seriously weakened, 
a nephrectomy was done as it was felt that a stripping 
and exploration of the kidney and ureter would prob- 
ably so exhaust the patient that if a subsequent neph- 
rectomy had to be done she would not survive. The 
report from the pathologist showed only round cell 
interstitial infiltration. Following the operation the 
pain was relieved for about six days; it then returned 
and was especially severe on voiding and upon expel- 
ling enemata. It was also necessary to keep her 
under opiates a good part of the time and sixteen days 
after the nephrectomy, a ureterectomy was done. 
Macroscopically, the ureter was apparently normal. 
Microscopically it showed areas in which the sub- 
mucous fibrous tissue was increased with round cell 
infiltration. Following this operation the patient 
developed a septic temperature, the white cell count 
was eighteen to twenty thousand with 84 per cent 
polymorphonuclear leukocytes. Tenderness and pain 
were present over the upper end of the wound. No 
pus could be demonstrated, and after a stormy three 
weeks this condition subsided. The patient then made 
a slow convalescence, but there has been no return of 
the pain to the present date. 
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Case 2.—Mrs. L. S. Age 41 years. December 4, 1925. 

Complaint: Pain in right lower quadrant radiating 
down right thigh anteriorly and laterally. 

Past History: Not essential except right nephrec- 
tomy five years previously. The kidney at that time 
was prolapsed and the pains were present, similar to 
those felt at the time I saw her. She had had a pre- 


Present Illness: Patient was in apparently good 
health until one day before she was seen, when she 
was seized with a sudden severe pain in the right 
lower quadrant radiating down the right thigh an- 
teriorly and laterally. It did not radiate into the back. 
The patient had to keep her right thigh flexed as the 
pains increased upon straightening out the leg. The 
patient was not nauseated and had had no chills or 
elevation of temperature. The urine was negative. 
Examination of the abdomen showed rigidity and ten- 
derness about McBurney’s Point, otherwise negative. 
On vaginal examination there was some tenderness 
over the right ureter in the broad ligaments. A 
ureteral catheter with number twelve bulb was passed 
about twenty-five centimeters into the right ureter and 
the pain almost immediately subsided. The pain re- 
curred at intervals of a few days to a couple of weeks 
and each time was relieved by the dilatation of the 
ureter. This continued over a period of about three 
months before the ureterectomy was done. Cys- 
toscopy showed a normal bladder with apparently 
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functionless right ureter. Ureterogram demonstrated 
a normal ureteral outline, the upper end, however, 
was blunted and showed no pelvis. The left kidney 
and ureter were normal, On March 11, 1925, a right 
ureterectomy was done. The ureter appeared soft and 
normal throughout and no change in the wall could 
be demonstrated macroscopically. Microscopically the 
ureter showed very little except edema and polymor- 
phonuclear infiltration of the wall with some loss of 
mucosa. Culture and microscopic examination of 
smears were negative for bacteria. The patient has 
had no pain in the right side since, although she has 
had symptoms referable to a ureteral stricture on the 
left side. . ee 
COMMENT 

The reason that more cases of this kind are 
not operated upon, is due, I believe, to the gen- 
eral conception that pain in the reno-uteral tract 
is from back pressure due to obstruction. The 
kidney being removed and urine no longer se- 
creted, there is no back pressure and the cause 
of pain must be looked upon as extra-ureteral. 
Therefore, according to this way of thinking, 
removal of the ureter would give no relief. 

Nevertheless, it is not improbable that the in- 
flammatory reaction is due to infection, carried 
by the lymphatics around the ureter. One must 
also bear in mind the sensitiveness of the parietal 
peritoneum, to which the ureter is attached, and 
not overlook the fact that any inflammatory con- 
dition of the ureter may react on this membrane. 


In both the cases to which I have alluded, the 
pain was the deciding symptom. And the fact 
that pain was present when there was no back 
pressure, and disappeared upon resection of the 
ureter, shows definitely that pain in like cases, 
even where the kidney is still present, is not due 
exclusively to back pressure. 

CONCLUSION 

In cases where, after nephrectomy, pain is pres- 
ent, apparently along the line of the ureter, and 
this pain is severe and persistent—after elimina- 
tion of other possible causes, removal of the 
ureter should be seriously considered. 

490 Post Street. 

DISCUSSION 


Anpers Peterson, M.D. (1136 West Sixth Street, 
Los Angeles).—It has not occurred within my experi- 
ence that the ureter free from pathology has caused 
any disturbances following nephrectomy. On the con- 
trary, many pathological ureters are permitted to 
remain at the time of nephrectomy, and only a few 
of these cause any disturbance. This, I think, is par- 
ticularly true in cases of tuberculosis, where the ureter 
is almost always involved in the tuberculous process. 

In neither one of the two cases reported by Doctor 
Michelson did the pathologist demonstrate any patho- 
logical entity. However, it is of interest that in 
Case 2 temporary relief was experienced by the patient 
following dilatation of the ureter. This, to my mind, 
did indicate that even though the kidney was removed 
some distension of the ureter might well have been 
responsible for the pain. 


I have recently had such an experience with a man 
upon whom a nephrectomy for stone had been done 
some years previously and who complained of pain 
in the nephrectomized side. The urological examina- 
tion revealed several small calculi, lying in the lower 
end of the ureter, and this man actually experienced 
a pain similar to renal colic, extending well up into 
the kidney space. 
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I am not convinced that mild inflammatory proc- 
esses, without distension, can be depended upon as 
a cause of this ureteral pain. I think that the dilata- 
tion of the ureter for the purpose of studying its 
effect upon the pain should be a helpful guide, before 
extirpation of the ureter is considered. 


% 
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WitiiaM E. Stevens, M.D. (608 Flood Building, San 
Francisco).—Doctor Michelson’s interesting paper 
calls attention to an unusual condition, ureteral pain 
after nephrectomy in the absence of demonstrable 
pathology of the ureter or other urinary organs. 
I have never seen a similar case. The disappearance 
of the pain following ureterectomy seems to indicate 
the presence of some pathologic condition of the 
ureter, the diagnosis of which was impossible with 
the methods of examination available at this time. 

A case I saw in consultation a short time ago is 
interesting in this connection, The patient was a 
young girl who entered the hospital complaining of 
pain in the right lumbar region and the upper and 
lower right abdominal quadrants. The family his- 
tory was negative. She had been treated fourteen 
months before for pain in the right lumbar region 
accompanied by pus in the urine. Her temperature, 
pulse, urine and blood count were normal. Tender- 
ness was somewhat greater on deep palpation at Mc- 
surney’s point. Pyelography revealed an enlarged 
right kidney pelvis. Indigo carmine injected intra- 
venously appeared at the left ureteral orifice in five 
minutes, but none could be detected on the right side 
in one-half hour, Further examination was refused. 

Following a provisional diagnosis of appendicitis 
her doctor removed an appendix not definitely patho- 
logical. Notwithstanding the abnormal condition of 
the upper urinary tract the lumbar and abdominal 
pain disappeared following the appendectomy. In 
view of the findings treatment directed toward the 
urinary tract would have been justifiable but probably 
no improvement would have resulted. 


THE LURE OF MEDICAL HISTORY 


GIROLAMO FRACASTORO (1478-1553)— 
AND SYPHILIS* 


By W. K. SrrAtTMAN-THomas, Ph. D., M. D., 
D.T. M. ann H. 


New York City 
Four hundred years ago (in August 1530), 
( 


nrolamo Fracastoro, the genial Veronese phy- 
sician, astronomer and poet, published that most 
interesting medical poem Syphilis sive Morbus 
Gallicus. Dedicated to his friend, the Cinquecento 
pagan, Cardinal Pietro Bembo, the poem surveys, 
in the flowery pseudoclassical style of the period, 
opinions on the origin, symptoms, and treatment 
of the disease now known by the name Fracastoro 
gave to one of his poetical characters. 

Where Fracastoro got the word syphilis is not 
known. But that this name of the fictitious shep- 
herd, who Fracastoro says first contracted the ill- 
ness by defying the sun god, has become the 
common designation of the disease was not mere 
chance. The jolly Fracastoro deliberately gave 





*Edited for publication by Dr. S. V. Larkey and 
Professor C. D. Leake from notes and material prepared 
by Dr. Stratman-Thomas while in London and Africa as 
a Guggenheim Traveling Fellow, 1928-1930. 

* Read before the California Medical History Seminar, 
at a luncheon in honor of Dr. and Mrs. Charles Singer of 
London, on August 19, 1930. 




































































HI}IERONYMI ERACASTORII- 


Fig. 1—Wood-cut portrait of Fracastoro in his Homocen- 
trica, Venice, 1538. Supposed to be the only genuine likeness 
made during his life (1478-1553). 


the cue in the poem itself. As translated in 1686 

by “England’s worst poet laureate,” Nahum Tate, 

the passage reads: 

A Shepherd once (distrust not ancient Fame) 

Possest these Downs, and Syphilus his Name. 

He first wore Buboes dreadfull to the sight, 

First felt strange pains and sleepless past the Night; 

From him the Malady receiv’d its name, 

The neighboring Shepherds catcht the spreading 
Flame. 

Later, in the more critical discussion of the dis- 
ease in his pioneer treatise on infections, De con- 
tagionibus et contagiosis morbis (1546), Fracas- 
toro consistently refers to the condition by the 
name given to it in his earlier poem, Syphilis. 

While Fracastoro is generally known because 
of his famous poem, his scientific position is as- 
sured by this treatise on infections. Carefully 
analyzed by the Singers,’ they state “the excel- 
lencies of this work are so numerous as to mark 
an epic in the history of medicine.” As an as- 
tronomer, Fracastoro wrote in opposition to the 
Ptolemaic doctrine of a geocentric universe. In 
this he may have been inspired by his medical 
schoolmate at Padua, the famous Pole, Coper- 
nicus (1473-1543). The first to use the term 
“pole” with reference to the earth, he was also a 
pioneer in the scientific analysis of the refraction 
of light, and the Singers say he was “probably 
the first to suggest the combination of lenses as 
an aid to vision.” Always busy at intellectual 
tasks, he shunned the political and religious in- 
trigues of his age, and lived quietly in his country 
villa, beloved by his friends and respected by his 
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countrymen, He died in 1553 from apoplexy, and 
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was buried in his beloved Verona. 
In 1555 the Senate of Verona commissioned 
Danese Cataneo to carve a lifesize statue of 
Fracastoro,?, which now adorns a narrow street 
arch near the Piazza dei Signori. Klebs has enter- 
tainingly described * another bust, presumably of 
Fracastoro, by this same Cataneo. Most of the 
representations of Fracastoro seem to have been 
taken from the woodcut portrait in his De Homo- 
centricis (Verona, 1538), which is supposed to be 
the only authentic likeness made during Fracas- 
toro’s life. There is, however, a portrait (No. 
3949) in the National Gallery, London, which is 
supposed to be that of Fracastoro, and which 
is attributed to Francesco Torbido (1486-1545). 
While it portrays a slightly younger man than the 
woodcut, there is considerable similarity. The 
mole near the nose on the right side of the face, 
which shows on the woodcut, is lacking in the 
painting. But in the Pitti Gallery (Tlorence) 
portrait,*® this mole appears on the left side of the 
face. Since the National Gallery portrait has not 
hitherto been published, enough interest attaches 
to it to reproduce it here, with the woodcut, for 
comparison. 
THE POEM 
After the usual flowery introduction, Fracas- 
toro alludes to the belief that syphilis was brought 
to Europe from the New World. He says, as 
translated by Tate (1686) : 
“Say, Goddess, to what Cause we shall at last 
Assign this Plague, unknown to Ages Past; 
If from the Western Climes ’twds wafted o’er, 
When daring Spaniards left their native shore; 
Resolv’d beyond th’ Atlantick to descry, 
Conjectur’d Worlds, or in the search to dye. 
For Fame Reports this Grief perpetual there, 
From Skies infected and polluted Air: 
From whence ’tis grown so Epidemical, 
Whole Cities Victims to its Fury fall; 
Few ’scape, for what relief where vital Breath, 
The Gate of Life, is made the Road of Death?” 


It may be that the “Grief perpetual” referred 
to in the New World was yaws, difficult to dis- 
tinguish from syphilis, and endemic ia the West 
Indies. Columbus’ sailors may easily have con- 
tracted this disease and returned with it to 
Europe. 

But Fracastoro with much wisdom does not 
directly accept ihe vulgar notion that syphilis was 
a newly arrived disease for these cogent reasons: 
Syphilis appeared in some European countries 
having no traffic with America; the disease be- 
came epidemic in many distant nations at the same 
time; syphilis was present first in France, then 
in Italy before it was known in Spain. There- 
fore, for the origin of syphilis one must look 
elsewhere than to America. 


Further, in this pioneer but poetical discussion 
of the origin of syphilis, Fracastoro states that 
diseases are of two kinds: certain distempers 
are constantly present (endemic) and conse- 
quently are always recognized ; others may appear 
only at long intervals (epidemic)—intervals so 
long that not only the clinical description of the 
disease, but its very name is forgotten. Syphilis 
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is one of the latter group, and the Neapolitan 
pestilence is not the first epidemic of syphilis that 
has spread over Europe—nor the last! 

It is the opinion of Fracastoro that the pol- 
lution of the atmosphere is the cause of syphilis. 
The virus can enter man easily since the air not 
only enters the body by every pore, but is also 
inhaled. The causes of this atmospheric pollution, 
he opines, are certain untoward conjunctions of 
the planets, the common explanation of the time 
for all major natural phenomena—and reasonable 
enough, Fracastoro, suggests, for do not the sea- 
sons depend on the position of the sun, and the 
tides on that of the moon? 

The aid of Apollo is now invoked in describ- 
ing the symptoms of the disease, so that when it 
appears again it may be recognized and not con- 
sidered new. 


“Yet oft the Moon four monthly rounds shall steer 
Before convincing Symptoms shall appear; 

So long the Malady shall lurk within, 

And grow confirm’d before the danger’s seen; 
Yet with unwonted heaviness is seiz’d, 

With drooping Spirits, his affairs persues, 

And all his Limbs their offices refuse, 

The chearful glories of his Eyes decay, 

And from his Cheeks the Roses fade away, 

A leaden hue o’er all his Face is spread, 

And greater weights depress the drooping Head; 
Till by degrees the secret parts shall show, 

By open proofs the undermining Foe; 

Who now his dreadful ensigns shall display, 
Devour and harass in the sight of day. 


Dire Ulcers (can the Gods permit them) prey 
On his fair Eye-balls, and devour their Day, 
Whilst the neat pyramid below, falls mouldring away. 


Whence to the Bloudless Nerves dire Pains ensue, 
At once contracted, and expanded too; 

The thinner Parts will yet not stick so fast, 

3ut to the surface of the Skin are cast, 

Which in foul Botches o’er the Body spread, 
Profane the Bosome, and deform the Head: 

Here puscles in the form of Achorns swell’d 

In form alone, for these with Stench are fill’d, 
Whose Ripeness is Corruption, that in time, 
Disdain confinement, and discharge the slime; 

Yet of the Foe would turn his forces back, 

The Brawn and inmost Muscles to attack, 

And Pierce so deep, that the bare Bones have been 
Betwixt the dreadful fleshy Breaches seen; 

When on the vocal parts his Rage was spent, 
Imperfect sounds for tuneful Speech was sent.” 


In advising on the treatment of syphilis Fracas- 
toro reveals sound clinical judgment. He sug- 
gests that the physician first of all study the 
temperament of his patient in order to facilitate 
confidence and cure. To keep the patient from 
gloomy introspective thoughts, mild outdoor ex- 
ercise in a good climate is urged. With clear 
appreciation of the venereal character of the 
disease, Fracastoro specifically cautions against 
spreading it through sexual indulgence: 

“With lighter Labours of the Muses sport, 

And seek the Plains where Swains and Nymphs 
resort. 

Abstain however from the Act of Love 

For nothing can so much destructive prove: 

Bright Venus hates polluted Mysteries, 

An ev'ry Nymph from foul Embraces flies. 


Dire practice! Poison with Delight to bring, 
And with the Lovers Dart, the Serpent’s sting.” 
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A careful dietary regimen is to be observed, 
says Fracastoro, and bleeding may be employed 
if the patient is robust. After these general in- 
structions, the real cure is to be secured by the 
use of mercury. Fracastoro states that the thera- 
peutic action of mercury may be explained in one 
of three ways: (1) Mercury may immediately 
attack the virus and destroy it; (2) mercury may 
be inert, and incapable of destroying the virus 
until the metal has been acted upon by the human 
body; or finally (3) it may act upon the human 
body itself in such a manner that man’s very self 
destroys the virus: 

“The greater Part, and with success more sure, 

By Mercury perform the happy Cure; 

A wondrous virtue in that mineral lies .. . 

And for a Vehicle use lard of Swine... 

This done, wrapt close and swath’d, repair to Bed, 
And there let such thick Cov’rings be o’er-spred 
Till streams of Sweat from ev’ry pore you force: 
For twice five Days you must repeat this Course; 
Severe indeed but you your Fate must bear, 

And signs of coming Health will streight appear. 
The Mass of Humours now dissolv’d within, 
To purge themselves by Spittle will begin, 

Till you with wonder at your feet shall see 

A Tide of Filth, and bless this Remedy.” 


3efore discussing in detail the therapy of 
syphilis with mercury, Fracastoro makes a long 
poetical digression explaining how the gods re- 
vealed to Ilceus the use of mercury for this con- 
dition. He also gives in long passages an account 
of the use of the “sacred wood,” guaiac, in treat- 





Fig. 
supposed to represent Fracastoro, 


2.—Portrait No. 3949, National Gallery, London, 
Attributed to Fran- 
cesco Torbido (1486-1545), his contemporary. Courtesy 


National Gallery. 
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HIERONYMI FRACASTORII 
SYPHILIS. 


SIVE MORBVS GALLICVS 
AD P. BEMBVM. 


Vi cafus rerum uary, que femi- 


na morbum 


q I nfuctum ,nec longa ulli per feo 


cula uifum 


A ttulerint :noftra qui tempeftae 


te per omncm 


E uropam ,partim'g, Afie , Libye4; per urbes 
S ceuyt: in Latium uero per triftia bella 
G allorum irrupit : nomeng, a gente recepit. 
N ec non eg que cura :ey opis quid comperit ufus, 
M agnaq, m anguftts hominum follertia rebus : 
Et monfirata Deum auxilia , ey data muncra coli, 
H inc canere ,e7 longe fecretas querere caufas 
A era per liquidum ey uafti per fvdera olympi 
1 ncipiam , dulci quando nouitatis amore 
ay 
mortus Gallious, ‘First Hidition, Verona, 1636" Courtesy 
Dr. LeRoy Crummer, whose beautiful large margin copy 


cortains several pages of manuscript material in a con- 
temporary hand apparently continuing the poem. 


ing the disease as followed by the natives of 
America, where the wood grows, and as revealed 
by them to the Europeans. 

The latter part of the poem is concerned with 
a lengthy mythical story of the shepherd of King 
Alcithous, Syphilis by name, who by defying 
Apollo in a bitter drought was punished by being 
the first to contract the disease. 

It is easy to see how such an interesting poem, 
combining practical medical skill with great ar- 
tistic ingenuity, should become deservedly popu- 
lar. It went through very many editions, and 
has been translated into almost every important 
European language. Fracastoro’s De Contagioni- 
bus (1546), a really great scientific contribution 
to medicine, deserves similar recognition, for in 
it is enunciated clearly the modern doctrine of 
the specific character of fevers, the differentiation 
as a clinical entity of typhus fever, and the basis 
of modern teaching on infection by the classi- 
fication of the modes of infection. In addition 
to its excellent discussion of syphilis, this treatise 
also contains a still unappreciated, in spite of 
Osler’s eulogy,* account of phthisis. 

The splendid new and complete English trans- 
lation,® with extensive notes and bibliographical 
and historical comments, of the De Contagione 
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by Prof. W. C. Wright of Bryn Mawr, makes 
Il‘racastoro’s most important contribution avail- 
able to modern readers. This should result in 
general recognition of Fracastoro’s significance 
in the slow transition from the ancient humoral 
conception of disease to the present specific no- 
tion of fevers. It is heartening to note an in- 
creasing interest on the part of modern classical 
scholars in the scientific aspects of classical and 
mediaeval writers. Prof. Wright’s excellent ef- 
fort is, let us hope, only the beginning of many 
similar studies in medical history. 

Truly Fracastoro was a great and _ brilliant 
man: physician, poet, astronomer, physicist, and 
humanist. In his calm achievements, in spite of 
the restlessness of his age, we may, four hundred 
years later in a similar restless age, find much 
comfort and inspiration. 


International Health Board, Rockefeller Foundation, 
61 Broadway. 
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CLINICAL NOTES AND CASE 
REPORTS 


THE RADICULAR SYNDROME FOLLOWING 
INFECTION WITH TETANUS 
REPORT OF CASE 


By Mary Lawson Nerr, M.D. 
Los Angeles 


CASE of chronic unilateral tetanus, not con- 

forming to any textbook description of the 
disease ; presenting many of the symptoms charac- 
terizing the “radicular syndrome” ; continuing for 
ninety days with steadily increasing severity ; and 
recovering with dramatic rapidity upon the ad- 
ministration of tetanus anti-toxin on the ninety- 
first day—such a case seems of sufficient interest 
and importance to be reported as fully as the 
records make possible. 

As the patient was seen and treated at different 
times by several physicians, and the case presented 
before medical groups for study, the plan of se- 
curing all available information and fusing this 
with the writer’s own records, has been followed, 
and the result edited so as to make a connected 
account. No one physician could have supplied 
all the data embodied in this study. 


REPORT OF CASE 


A. L., an intelligent working man, aged forty-one, 
sought relief for what he stated had been diagnosed 
as a severe neuritis. His previous history was that 
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of a man in fair health, in spite of an arrested tuber- 
culosis of moderate extent, and a slight heart lesion. 
He had worked regularly for a number of years. 


When first seen, he had already been treated, ap- 
parently with massive doses of aspirin, by two or 
three physicians in as many localities. He was 
emaciated and haggard, and his story of intense suf- 
fering was easy to believe. 

The pain was confined to the dorsal region on the 
right side, and followed a band-like zone around the 
trunk, indicating a radicular origin involving the roots 
of the fifth to the ninth dorsal spinal roots. The pain 
was described as acute, constant, and of a burning 
character, and extended slightly beyond the axillary 
line. It had persisted for some ten weeks with gradu- 
ally increasing severity, so that sleep was well-nigh 
impossible. The patient stated that almost immedi- 
ately upon falling asleep he would be awakened by a 
sensation “as if something shot me,” followed by 
excruciating pain, and cramps in the intercostal 
muscles of the affected zone. Movement was painful 
and the area was sore to the touch. 

Firm pressure on the two sides of the spine was 
described as producing very different sensations. On 
the right side the pressure seemed to penetrate deeply, 
and produced extreme pain. On the left side the 
sensation was entirely superficial. No disturbance of 
tactile sensation to light touch was observed, but the 
more delicate meticulous tests were not made. Pin- 
pricks produced normal pain reaction on the left side, 
but on the right side acute pain with muscular spasm. 


Reaction to heat was normal on the left side, but 
painful on the right. Cold applied to the left side 
produced a normal sensory response, but on the right 
intense pain and muscular spasm. 


Patient had noticed a tendency to fall when he 
tried to rise from bed, but no disturbance of equi- 
librium was found such as suggests cerebral involve- 
ment. ‘The patellar reflex was notably exaggerated 
on the right side, normal on the left. No muscular 
atrophy was observable. No herpes occurred at any 
time. Dejerine’s sign was not noted. Pulse and 
temperature were normal throughout the entire period 
of observation. 

Laboratory findings were as follows: Blood Was- 
sermann negative; complement fixation reactions for 
tuberculosis two plus positive. Spinal fluid: Wasser- 
mann and complement fixation tests negative; cell 
count two per cubic millimeter; protein excess nega- 
tive; colloidal gold test negative. Increased pressure 
of spinal fluid was noted, and patient felt some relief 
after puncture. Urinalysis showed some increase of 
basic acid salts; sugar, .72 per cent; otherwise nor- 
mal. Radiograph showed no evidence of bone in- 
volvement, destructive or hypertrophic, ruling out 
osteo-arthritis. 

On the basis of these findings a tentative diagnosis 
of radiculitis—or the “radicular syndrome”—was made, 
with some symptoms not accounted for, notably the 
muscular spasms, which were more severe than those 
reported as occurring in some cases of radiculitis. 
An infective origin was assumed, but not till later 
discovered. 

The patient was presented for study and diagnosis 
at the County Medical Society in the small city where 
the case was seen, and later similarly at a hospital 
staff meeting. As he was entirely without means, his 
small savings having been exhausted early in the 
course of the illness, he was sent to the county hos- 
pital, located some miles out in the country. Here 
he had good care, and was observed by an excellent 
diagnostician serving on the staff at the time. No 
further progress was made as to diagnosis. 


Hydrotherapy was tried at this time, given by a 
competent nurse. Persistent attempts to use alter- 
nating heat and cold were finally abandoned because 
of the extreme suffering caused. The nurse reported 
that when cold was applied the patient screamed with 
agony, and begged her to desist. The violent muscu- 
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lar contractions caused included the pectoral muscles 
as well as those of the dorsal region. 


The only symptom referable to the left side noted 
up to this time was reported by the nurse in this 
connection. When cold was applied to the left side 
a slight degree of hypersensitiveness was noted at the 
fourth dorsal root, and slight contractions of the cor- 
responding intercostal muscles occurred. 

Arrangements were at this time made to transfer 
the patient to a private hospital in the city for further 
study; and for a number of days he was carefully 
observed by several members of the hospital staff. 
By this time his condition had grown worse and a 
wider area of spinal roots was involved, still confined 
to the right side. A period of thirtv-two days had 
now elapsed since the notes on the case were begun. 


The patient stated at this time that his pain was 
“higher up in the spine” than at any: previous time. 
He showed marked prostration and his condition was 
regarded as grave. He complained of feeling extreme 
cold, beginning in the right foot and then extending 
up the leg. This sensation was followed by the ob- 
jective sign of “goose-flesh.” Hyperesthesia to both 
touch and temperature was increased. 

Suddenly the patient developed in rapid succession 
the following symptoms: Both tonic and clonic spasms 
of the muscles of the entire right side of the body 
occurred; the right arm became stiff and almost use- 
less; the right leg contracted sharply from time to 
time; beginning involvement of the left side made its 
appearance; slight opisthotonos occurred; patient 
complained of stiffness in his jaws; a mild picture of 
“risus sardonicus” was observed, and the diagnosis of 
tetanus was of course suggested. Tetanus anti-toxin 
was immediately given, and recovery occurred so 
rapidly that the effect was indeed dramatic. 


COM MENT 


After the diagnosis was made, the following 
history was elicited. Ninety days before, the pa- 
tient was injured by having the nail torn off the 
middle finger of his right hand while working 
with machinery which had come in contact with 
the soil. The wound became inflamed and pain- 
ful. Enlarged glands appeared in the elbow and 
axilla, the latter “as large as a hickory nut.” 
Slight difficulty in chewing was noticed, and some 
stiffness in the muscles of the right arm. 

Six days after the injury sudden and acute pain 
was felt “under the lower ribs” of the right side, 
which continued without intermission until recov- 
ery. On the seventh day a chill occurred fol- 
lowed by fever, according to the patient’s own 
impression. After this the finger healed rapidly, 
the enlarged glands subsided, and no further stiff- 
ness in the arm was noted. 


The story of this infection was told to the 
physicians who first saw him, but on being as- 
sured that there was no causal relation between 
the wound and his “neuritis” the connection in 
his own mind faded and these facts were omitted 
from his history in later examinations. It was 
also learned that he had been refused compensa- 
tion on the ground that the later symptoms bore 
no relation to the injury to his finger. 


Before the patient left the hospital, which was 
within a week of the time of establishing the 
diagnosis, the first phalanx of the injured finger 
was amputated. This extra precaution seemed 
wise, though possibly superfluous, and followed 
the practice reported by an occasional surgeon. 



















It may have contributed to his surprisingly prompt 
recovery without excessive or prolonged treat- 
ment with anti-toxin. The focus of infection in 
this case was pouring. the tox-albumin produced 
into the patient’s body in increasing and almost 
lethal amounts. 

















In making an “ex post facto” study of tetanus, 
some forty-five authorities being consulted, the 
question of amputation of infected members or 
tissue proved intriguing, and some notes may be 
of interest. Before the days of anti-toxin, ampu- 
tation was strongly urged by Berger, Dieulafoy, 
and Striimpell. In the Medical and Surgical His- 
tory of the Rebellion, twenty-nine operations were 
reported, with ten recoveries. Yandell in addi- 
tion reported seventeen cases operated with ten 
recoveries. Even earlier Dr. Blizard Curling in 
England reported seven instances of recovery af- 
ter amputation; and still earlier Baron Larrey 
had been a conspicuous advocate of amputation. 
The famous Doctor Abernethy considered the 
“most promising expedient” to be division of the 
principal nerve leading from the seat of injury. 

In retrospect it would seem that the diagnosis 
in this case might have occurred to mind earlier 
if it were not for the fact that in the medical 
teaching which most, or all of us, received we 
were deeply impressed with the dicta that tetanus 
is always bilateral and symmetrical, and that 
trismus is the first diagnostic symptom. One 
authority says, “the first, or first important symp- 
toms of tetanus are always in connection with the 
muscles whose nerves take origin in the medulla 
oblongata, no matter where the wound is located.” 
(Italics ours. ) 

Some sociological interest attached to the case, 
since the diagnosis brought the patient’s disability 
within the state law applying to workmen’s com- 
pensation, and secured for him reimbursement for 
time lost, and effected his financial rehabilitation. 

Hotel Trinity. 
































































































































ABERRANT SALIVARY GLAND IN THE 
TONSIL FOSSA 


REPORT OF CASE 


By Ruton S. Titiotson, M. D. 
Woodland 


N view of the frequency with which the oper- 

ation of tonsillectomy is performed, any abnor- 
mality, even though of rare occurrence, noted 
| during this operation is of practical importance. 
The finding of salivary gland in the tonsil fossa 
in the case to be reported is apparently very un- 
common, judged from references in the litera- 
ture. Neuman! has reported a case in which, 
following tonsillectomy, he discovered a salivary 
gland located above and behind the upper pole 
of the tonsil. The gland on removal was about 
the size of a prune stone and extended between 
the two pillars of the soft palate to the hard 
palate. Rather careful review of the literature 
has shown no other reported cases of aberrant 
salivary gland in the tonsil fossa. 
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Fig. 1.—Lobular mass of salivary gland in inferior por- 
tion of left tonsil fossa noted following enucleation of 
tonsil. 


REPORT OF CASE 


An adenotonsillectomy was done under ether anes 
thesia on a boy of ten years, October 6, 1929. Follow- 
ing enucleation of the left tonsil by the dissection 
and snare method the fossa was inspected for hemor- 
rhage. On retracting the anterior pillar a lobular mass 
of tissue was noted in the inferior portion of the fossa 
(Fig. 1). At first this was taken to be unremoved 
tonsil tissue. On dissection it was noted to extend 
outward and backward through a separation in the 
fibers of the superior pharyngeal constrictor muscle 
which forms the floor of the fossa. With better ex- 
posure of the mass one was impressed with its gross 
resemblance to salivary gland tissue rather than tonsil. 
A portion, approximately one centimeter in each of 
its three diameters, was removed with a snare (Fig 2). 
Further dissection and removal was considered in- 
advisable on account of the proximity to the large 
vessels and nerves in the neck. 

The microscopic section (Fig. 3) of the tissue re- 
moved showed mixed salivary gland tissue, consist- 





Fig. 


2.—Portion of salivary gland removed 
with snare 
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Fig. 3.—Microscopic section of salivary gland tissue removed 


from tonsil fossa 


ing chiefly of mucous alveoli. There was considerable 
round-cell infiltration around the secretory ducts. 

This case is reported on account of its interest 
in diagnosis in the operation of tonsillectomy and 
on account of its interest as a morphologic vari- 
ation of the tonsil fossa. 

Woodland Clinic. 
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HORSESHOE KIDNEY* 
REPORT OF CASE 


By A. J. ScHoti, M. D. 
Los Angeles 


ANOMALIES in the urinary tract of them- 

selves are of no clinical significance. It is only 
when some pathologic complication occurs that 
their recognition becomes of clinical as well as 
surgical importance. 

Horseshoe kidney is one of the most common 
of the renal anomalies. It may function normally 
but, owing to the unusual location of the renal 
mass and the deficient pelvic drainage, it is rela- 
tively vulnerable to disease and trauma. 

The following case of horseshoe kidney is one 
in which one-half of the renal mass was success- 
fully removed for calculous pyonephrosis. 


* Read before the Urology Section of the California 
Medical Association at the fifty-ninth annual session, Del 
Monte, April 28 to May 1, 1930. 


HORSESHOE KIDNEY—SCHOLL 


REPORT OF CASE 


A man, age thirty-seven, was referred on 
account of hematuria and abdominal tumor. 
Twelve years ago, several months after hav- 
ing a severe infection in the palm of his 
right hand, he developed a pain in the lum- 
bar region, more pronounced on the left side 
but spreading over the entire lower back. 
This pain was fairly constant and dull, like 
a persistent “toothache.” At times there was 
present another pain which was sharp, pene- 
trating, and occurred in the left loin. This 
pain did not radiate, usually persisted one or 
two hours, and made him nauseated; the 
urine following one of the sharp attacks was 
usually dark-colored for several days. It has 
always been difficult for him to stand 
straight, a very erect position causing his 
pain to increase. He could stoop over and 
lift heavy objects readily without trouble. 
If he rode in a street car or an automobile 
it was necessary for him to put his closed 
fist between his back and the seat. Three 
months ago he stepped over a car step 
quickly. following which he had more pain, 
passed dark urine frequently and began to 
weight; he lost ten pounds in three 
months. Shortly after this he felt a mass in 
his lower left abdomen. Palpation of this 
mass by his doctor caused him to have a 
marked hematuria for twenty-four hours. 
There has been no dysuria or marked fre- 
quency, but for ten years he urinated once 
or twice during the night. 

Fifteen years ago his appendix was re- 
moved for general abdominal pain. There 
has been no other serious illness. His physi- 
cal examination was not abnormal except for 
the abdominal findings. Palpation of the abdomen 
revealed a rounded, irregular tender mass in the lower 
left quadrant; it was firm, fixed, and about 15 by 25 
centimeters in size. His urine was cloudy, had a 
specific gravity of 1020, and contained a trace of 
albumin, a large number of pus cells, and a few red 
blood cells. His blood contained 70 per cent hemo- 
globin, 5,000,000 red cells, and 12,000 leukocytes. His 
two-hour intravenous phthalein return was 65 per 
cent. X-rays of the urinary tract revealed a branch- 
ing shadow 15 by 10 centimeters in size, opposite 
the third and fourth lumbar vertebrae. One segment 
of the stone extended downward and over the body 
of the fourth lumbar vertebra. 


lose 


Cystoscopy revealed a moderately inflamed bladder 
with an increased amount of redness around the left 
ureteral orifice. Clear urine was spurting more fre- 
quently than normal from the right ureteral orifice. 
The urine was seen issuing from the left ureter dur- 
ing a period of five minutes; a few white flakes and 
a small amount of cloudy material could be forced 
out from the left orifice by making pressure over the 
mass in the abdomen. A large ureteral catheter was 
inserted in the right and a moderate-sized catheter 
inserted into the left ureter. Intravenously injected 
phthalein appeared from the right side in five minutes 
and 25 per cent of the dye was returned in fifteen 
minutes. Only a trace of dye appeared from the left 
side. The urine from the left kidney contained many 
pus cells, that from the right contained a few red 
blood cells (probably traumatic from the ureteral 
catheter). A right pyelogram showed that the lower 
pole of the kidney was opposite the fourth lumbar 
vertebra. There was an almost normal rotation of the 
right renal mass, the calices extending lateralward 
and anteriorly. The ureter had a high insertion on the 
anterior surface of the pelvis. There was no evidence 
of inflammatory dilatation of the pelvis or calices. 
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Operation—Left posterolateral incision, extending 
from the angle of the last rib and the spine down- 
ward and forward to within an inch of the umbilicus. 
The muscles of the back were very thick and solid. 
The posterior spinal group of muscles and the quad- 
ratus lumborum were cut through completely, the 
peritoneum pushed forward, and the kidney separated 
out. There were several anomalous vessels that were 
isolated, clamped and tied. The kidney was about 
twenty centimeters long, soft, pyonephrotic, and 
moderately adherent to the surrounding structures; 
numerous segments of calculi could readily be felt 
through the thin shell of parenchyma. The pelvis and 
ureter were thickened, dilated and located on the an- 
terior upper surface of the kidney. The ureter was 
clamped, cut, and both ends tied. The posterior sur- 
face of the kidney was smooth and extended down 
without irregularity to the large, thick isthmus, which 
was felt to be continuous with the opposite kidney. 
The vascular pedicle was triply clamped, cut and tied 
and the renal mass then pushed forward so as to 
expose the isthmus. The isthmus was five centimeters 
in diameter, composed completely of parenchymatous 
tissue and was not furrowed by any groove or sulcus 
which would indicate a division point between the 
two kidneys. A fragment of stone could be felt ex- 
tending from the left kidney into the isthmus. The 
commissure was cut through, a V or wedge-shaped 
segment being removed so as to facilitate the closure 
of the remaining stump; the kidney was then re- 
moved. The opening in the isthmus was closed with 
a continuous catgut suture. A portion of the renal 
capsule and surrounding fat sewed over the 
stump. Two Penrose drains were inserted down to 
the base of the wound and the incision closed. 


was 


The patient made a good operative recovery, was 
out of bed on the twelfth day, and his wound healed 
without any urinary drainage. Eighteen months later 
he had gained twenty-five pounds and was in excel- 
lent health. 


721 Pacific Mutual Building. 


A VARICOSE VEIN INJECTING NEEDLE 


By RayMonp L. Scuuwz, M. D. 
Los Angeles 


HE accurate insertion of a hypodermic needle 

into thin-walled, tortuous varices, without 
penetrating both walls or having the needle be- 
come dislodged during the injection, is at times 
difficult. For such cases, a hooked hypodermic 
needle is proposed which will hang in the lumen 
of the vein without becoming dislodged while the 
patient is being placed in the desired position to 
continue the injection. An ordinary one-inch 
26-gauge, rustless hypodermic needle with a full- 
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sized well-fitting wire stylette, is carefully an- 
nealed near its base and bent over the jaws of 
round-pointed pliers to an angle of 45 degrees 
or less, so that it will not become kinked. The 
wire can be removed readily if the annealing and 
bending have been done properly. The point of 
the needle is sharpened to a short bevel facing 
either side of the plane of angulation for right 
or left-handed operators, or toward the hub of the 
needle, as may be desired. 

The best way to distend varicose veins is to 
have the patient stand. The hooked needle is held 
at a right angle in the end of a light mosquito 
hemostat which will not crush it and is inserted 
into the vein, point downward, according to the 
skill and modus operandi of the surgeon. The 
instant the point of the needle penetrates the 
wall of the vein can often be felt and is verified 
immediately by the appearance of blood at its 
open end. A gauze sponge should be at hand to 
catch the few drops of blood which escape. The 
hemostat is released gently, leaving the needle 
hanging in the vein while the patient is being 
placed in the horizontal position if desired. 

Pressure of a finger on the angle holds the 
needle in place while the syringe is carefully ad- 
justed. After the position of the needle has been 
verified again, this time by drawing blood back 
into the syringe, the injection is continued in the 
usual manner. 

The advantages of the hooked hypodermic 
needle for injecting difficult varicose veins are: 

1. It can be handled more delicately in a light 
hemostat, permitting greater accuracy in vene- 
puncture. ; 

2. There is less likelihood of penetrating both 
walls of the vein and resultant leakage into the 
tissues. 

3. It will hang by itself without becoming dis- 
lodged while the patient’s 
changed for the injection. 


position is being 
4. The inconvenience of having to follow the 
moving of the patient with the syringe attached 
to the needle and losing its position are eliminated. 
5. Special tables or chairs for handling the 
patient are not needed. 
1007 Medico-Dental Building. 
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A varicose vein injecting needle 

















STRABISMUS—WHEN TO OPERATE 


Roperic O’CoNNor, SAN Francisco. — Any 
condition that is amenable to surgical cure should, 
theoretically, be operated when nonoperative meas- 
ures have failed, and when further delay is apt 
to result in harm. 

This indication is most positive in strabismus 
because the vision of the squinting eye is usually 
lost and binocular vision never learned, unless 
connection has been made early. 

By securing early parallelism of the eyes three 
things are gained: (1) Vision in the deviating 
eye is saved unless it is congenitally absent. 
(2) Normal development of binocular vision is 
made possible. (3) Cosmetic improvement. 

Monocular vision can be saved by persistent 
alternate occlusion of the eyes though few parents 
possess the necessary persistence. 

Binocular vision cannot be trained in small chil- 
dren. It is best learned in the normal way. 


Cosmetic Improvement.—Heretofore this has 
been the prime reason for operating, and so the 
usual practice has been to wait till the child is 
thirteen or fourteen years old, by which time the 
head has attained its full growth and there is less 
chance of harm resulting from the type of oper- 
ation commonly used. The operation chosen is 
either an advancement of the tendon, or a tuck, 
combined with a tenotomy of its opponent. This 
tenotomy is wrong in principle, but has been 
found necessary in practice to keep the advance- 
ment sutures from pulling out. Sometimes a 
squint of the opposite kind is produced in which 
event we have a condition much harder to correct 
than the original. 

The problem then has been to find an operation 
that can do no mechanical harm, thus leaving us 
free to attempt to do good. 

Such an operation was first described by me 
in 1912. It is a loop shortening of the tendon 
without sutures. Tenotomy of the opponent is 
not needed in young children. Thus the risks con- 
nected with those operations dependent on sutures 
are avoided. 

As the general effects of the operation itself 
are nil, it can be done as soon as the child can 
stand a twenty-minute anesthesia. 


What, then, is the best plan to follow in those 
children whose eyes have never been straight? 
To operate early and permit the eyes to develop 
all their functions normally, or to wait till glasses 
can be fitted in the hope that they will give the 
desired result and that monocular and binocular 
vision can then be learned? A great deal to hope 
for! Luckily about 70 per cent of squints occur 
after the second year and a chance has been given 
to try out the nonoperative treatments. 


BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An open forum for brief discussions of the workaday problems of the bedside doctor. Suggestions for subjects 
for discussion invited. 






For the past fifteen years I have been operating 
as close to the third birthday as possible, provided 
glasses have failed. In many even this early date 
has been too late for any functional results; all 
that are secured are cosmetic. 

I am now of the opinion that those children 
whose eyes have never been straight should be 
operated upon as soon as they can stand the an- 
esthetic. I feel that only in this way can such 
cases be given a chance for normal development 
of monocular and binocular vision. The question 
of glasses can come up after correction, as in 
those children who are not strabismic. 

3y this practice the appearance of habit con- 
tractions and relaxations, in accordance with 
Sherrington’s law, might be prevented, these being 
the main causes of our troubles later on in getting 
good results without tenotomies. 

This plan will, of course, mean some unneces- 
sary operations but, as Deaver used to say about 
early appendix operations, “That which is best 
for the greatest number is the thing to do.” 


ae 


Hans BarKAN, SAN Francisco.—The very 
question, when to operate in strabismus, means 
how early can or should’ we operate. Is any age 
too early? In my opinion, no, provided certain 
factors are present, or absent, as the case may be. 
The first essential needed is a proper understand- 
ing on the part of the surgeon of the physiologic 
and optic problems involved in strabismus; the 
second, a method of operating that can be used 
with safety at as early an age as other factors 
indicate operation. The first condition we will 
suppose to be present. The second one is met, I 
believe, only by the method devised by Dr. 
Roderic O’Connor ; provided, then, that the oper- 
ator has the necessary physiologic and optic 
knowledge, and that he is familiar with the 
method of Doctor O’Connor, no age is too early 
under certain conditions. 

We will put it for purposes of illustration as 
we would put it to the parents of the child. If 
the deviating eye is losing in vision in spite of 
exercises or various methods of optical stimula- 
tion, operate, age indifferent. If the deviation is 
of permanent degree, even though slight, and not 
at all or only slightly correctible by glass, operate, 
no matter at what age. If stereoscopic vision is 
absent, operate and train the eyes with various 
methods to acquire stereoscopic vision and fusior 
ability. 

I have operated on children of less than a year 
in cases where a marked deviation of one eye 
was present and had been present for months, 
due in one case, for instance, to partial congenital 
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cataract of one eye. Late attempts at fusion 
training are useless unless the eyes are parallel 
by operation before training. Early attempts at 
fusion training meet with a resistance of an im- 
patient or willful child; all attempts at fusion 
training meet with indiffe rence on the part of the 
patients unless results can be seen sooner, and 
this is only possible if the child is operated upon 
first, its eyes restored to parallelism, and fusion 
training then promptly commenced. 

The older conceptions of operating late in stra- 
bismus cases were maintained mostly because 
methods of operating were cumbersome and un- 
certain, and in some cases resulted in deviation 
of the eye to the opposite side as the child grew 
up. Those of us who have used Doctor O’Con- 
nor’s operation have been able to operate with 
safety at very early ages, know what results we 
will get, and can early in life give the child not 
only a proper cosmetic appearance but also, by 
proper training after the eyes have been straight- 
ened, acquire for the child the proportion of good 
vision of both eyes in every sense, that is, not 
only good central vision, but all degre es of fusion. 


+ * * 


JosepH L. McCoo., San Francisco.—Con- 
vergent squint in children is very prevalent. It 
is far too often either neglected or improperly 
treated. Unfortunately ophthalmologists in many 
instances are not entirely blameless. 

Two phases of this subject should be brought 
to the attention of the general physician and pedi- 
atrjcian, and through them to the general public. 
First, that strabismus, or ‘squint as it is commonly 

called, is a serious disease and should have prompt 
and early attention by an ophthalmic surgeon so 
that vision in the squinting eye may be saved and 
binocular single vision developed before it is too 
late; and secondly, that it is in no way amenable 
to cure by means of so-called “muscle exercises.” 

If the child shows any abnormal deviation of 
the eyes immediately after birth which persists 
through the first year and thereafter, it may safely 
be assumed that there is a congenital palsy of 
one or more of the ocular muscles. Glasses and 
orthopic treatment will not restore parallelism of 
the optic axes. Operation only can effect a cure. 


If the squint does not develop until the child 
reaches the age of two or three years, every effort 
should be made by means of profound cycloplegia 
with atropin and glasses to relieve the squint. 


It is perfectly true that orthopic training in 
young children, and for that matter, even in those 
old enough to appreciate what it means, is nearly 
always disappointing. For that reason I am of 
the opinion that as soon as the surgeon is con- 
vinced that glasses will not cure the squint, proper 
operative measures should be instituted. How- 
ever, I cannot subscribe to the opinion that oper- 
ation should be performed before glasses have 
been worn constantly for a year or a year and 


a half. 


Certain types of refractive errors which cannot 
be discussed at length now, furnish exception to 
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this rule, but in the majority of cases I am sure 
this practice is sound. 

Certainly one is never justified in advising that 
operation be put off until the child is ten or twelve 
years old. Many precious years are wasted dur- 
ing which one eye is hopelessly disabled and the 
prospect of establishing binocular single vision is 
very remote. 

Fortunately most general practitioners and 
pediatricians are keenly alive to the importance 
of this subject, and are referring these squinting 
children as soon as the diagnosis is made, no 
matter how young they may be, to the ophthalmic 
surgeon, who alone is competent to handle them. 
The treatment, both medical and surgical, should 
not be attempted by anyone who is not qualified 
to carry it through to a successful conclusion. 

A properly selected and carefully performed 
shortening of one or more muscles without any 
disturbance of the opponents is the operation of 
choice. In the hands of a competent operator 
the operation is devoid of any risk if the usual 
surgical precautions are taken. 

‘arents might possibly object to the adminis- 
tration of an anesthetic in children as young as 
four years, but they should be shown how much 
binocular single vision means to all of us and 
urged to give their children a chance to acquire it. 

Tonsillectomies are recommended and_per- 
formed on young children. This is sound prac- 
tice. Why, then, should we hesitate to operate 
early for squint when so much more is involved. 


* * * 


Lioyp Mitis, Los ANGELEs.—The results of 
progress in any line filter so slowly to the levels 
of those untrained in that line that current prac- 
tice often is decades in advance of current belief. 

Popular knowledge of the treatment of ordi- 
nary “crossed eyes,” for example, still is based 
largely upon the bad cosmetic and functional 
results which followed the complete tenotomies of 
thirty or more years ago, despite the fact that the 
results of modern methods consistently approach 
as near to perfection of appearance and function 
as any other corrective procedure in all surgery. 

The persistence of this popular misconception 
has been fostered to a large extent by certain 
optometrists and irregulars, stimulated by exag- 
gerated claims put forth by optical manufacturing 
houses in the campaign to sell their instruments 
for orthopic exercises. No exploitation of patent 
medicines ever was balder and, while the situation 
will right itself in time, yet thousands of eyes 
of children will lose central vision permanently 
before the return of sanity. 

Nearly 80 per cent of the cases of alternating 
strabismus over six years of age which have come 
to me have been advised strongly against oper- 
ation by such practitioners, and many of these 
cases have been treated unsuccessfully by their 
methods. If these persons had the least knowl- 
edge of the pathology of the conditions which 
they were trying to correct; if they could see thin 
fascial planes with thinner wisps of muscular 
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tissue trying to act as opponents to normal, robust 
muscles, and could note the abnormalities of 
tendon insertions alone, they would realize the 
absurdity of attempting anything less than sur- 
gery in such cases. 

I may say with deep conviction that the great 
majority of the cases of strabismus upon which 
I have operated could never have been cured by 
any means other than surgery, owing to the 
actual mechanical defects present in the muscles, 
tendons, and insertions. 

My own considerable experience and attitude 
accord in general with those of Drs. O’Connor, 
McCool, and Barkan. I believe that operation 
should be performed, regardless of age (but re- 
garding general condition, of course) as soon as 
a reasonable use of fully correcting lenses proves 
inadequate. It has been my experience that if 
such lenses are ineffective within a few months 
they are never effective. 

I believe that my own good results in this work 
have been the result of attempting to obtain a 
complete correction in every case in a single oper- 
ation. I have used tendon tucking with or with- 
out graduated tenotomies as needed, and have not 
yet taken up O’Connor’s methods, as it seemed 
impossible to improve much, if any, upon the cos- 
metic and functional results obtained by my own 
procedures. In fifteen years I have had only five 
overcorrections, all following the use of the 
Lowell triple tenotomy clamp, now discarded. 
Several years ago I reoperated successfully two 
cases in which Doctor O’Connor had done inade- 
quate operations. I know the basic soundness of 
Doctor O’Connor’s muscle work, however, and 
wish to add my very sincere tribute for the high 
plane to which he has raised the surgery of the 
ocular muscles. 


The Life History of Cancer.—If there is one fact 
of which we have clear and certain knowledge, it is 
that early cancer is often curable. Yet in this enlight- 
ened age one is astounded at the extent to which 
patients will allow cancers to grow before they seek 
advice. They hesitate and hesitate until they are 
indeed lost. Whereas, if they had consulted their 
doctor at an earlier stage and if the doctor had known 
what to do, a tragedy might have been averted. The 
experience of all who had dealings with cancer is 
darkened by those tragedies of the “too late.” I do 
not hesitate to say that many of the deaths now 
credited to cancer should more properly be ascribed 
to neglect. 


One reason is that cancer casts an unreasoning 
dread over its victims and that dread makes them 
reluctant to seek advice until it is too late and the 
time for cure has passed. There is the dread of cancer 
itself and the hope that the suspicious sign will prove 
not to be cancer after all, if only you wait long 
enough. But that is the one thing you cannot do: you 
cannot wait. 

<veryone knows that cancer is incurable when it 
has been allowed to go too far. And it is often 
allowed to go too far because of that unreasoning 
dread which paralyzes the will, and because of that 
false hope which prevents timely action. Much of 
that dread would vanish if the patient would grasp 
the truth that early cancer is far from being the hope- 
less thing that late cancer unhappily is. On the con- 
trary, in most of its common positions in the body, 
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early cancer is wonderfully curable, even by the im- 
perfect methods at our command, when those methods 
are rightly used. 

It is one of the bright spots in our experience of 
cancer that the earlier the treatment the greater is 
the chance of cure, and that in all early cases there 
is indeed great promise of complete cure. Many per- 
sons are known to be alive and well today long after 
an early cancer has been removed. And of those who 
have succumbed to cancer, many more could have 
been saved if the cancer had been removed at an 
earlier stage. I am convinced that even now we can 
do something to prevent cancer and we can do much 
more to prevent death from cancer if the patient and 
the doctor do the right thing. Two conditions must 
be strictly observed: (1) the cancer must be identified 
with certainty at the earliest possible stage in its life 
history and (2) the treatment must be perfectly 
adapted for that particular type of cancer. For there 
are cancers and cancers. 

One word of warning I must give. The diagnosis 
of early cancer and the treatment of early cancer 
both demand the highest skill of which the medical 
profession is capable. Do not, therefore, I entreat 
you, waste the precious moments during which alone 
a cure is possible, in seeking unskilled advice or in 
trying quack remedies. That is but a form of sui- 
cide—slow but sure—for delay spells death. 


The Signs of Early Cancer—The beginning of a 
cancer is always obscure. It is an insidious growth, 
well camouflaged. Often we have no means of de- 
tecting the cancer process until it has well begun, but 
we should be able to detect it with certainty before 
it has become well established. Many early cancers 
do not form a tumor in the sense of a lump or a mass 
that we can see or feel, and most early cancers are 
painless. Yet a danger signal is always flown—the 
red flag of hemorrhage, the lump in the breast, the 
unhealing sore about the mouth, the persistent indi- 
gestion, and so on. Now when those danger signals 
of cancer appear, both patient and doctor must be on 
their guard. A danger signal is a warning, given in 
order that an accident may be averted. Here the acci- 
dent that we seek to avert is an unnecessary and pre- 
ventable death from cancer. 

It is a source of comfort, as well as a source of 
danger, to know that not every bleeding, not every 
lump, not every sore is caused by cancer. Indeed the 
greater number of such signs are due to conditions 
which are not cancerous, but which may become 
cancerous when they are not properly treated. Two 
great opportunities are given when first these danger 
signals appear: (1) If they are due to early cancer, 
opportunity is given for the cure of that cancer; and 
(2) if they are not due to cancer, opportunity is given 
to prevent cancer. The great danger comes when the 
patient or the doctor gambles on the chance that the 
suspicious sign may not be cancer or may never be- 
come cancer and takes no further trouble to make 
certain one way or the other. That is a danger which 
every patient and every doctor should face frankly and 
bravely, for the doctor. too, needs courage as well as 
special training.—David Arthur Welsh, M. D., Medical 
Journal of Australia, April 26, 1930. 


Lung Cancer and Smoke.—The National Smoke 
Abatement Society of London has published a lecture 
on smoke and health, and as quoted in the Journal 
of the American Medicine Association on June 21, 
1930, says that “there is evidence that smoke is a 
factor in the production of thoracic cancer.” It is 
shown that the prevalence of cancer is higher in places 
where the atmosphere is smoke-laden. This is ex- 
plained by the fact that tars and mineral oils have 
been shown to produce cancer. Studies of this kind 
in the smoke-laden atmosphere of several of the 
cities in this country ought to be instructive. Pitts- 
burgh isn’t the only city that offers a fertile field for 
investigation.—Editorial Indiana Medical Association 
Journal, September 1930. 








CALIFORNIA AND 


California and Western Medicine 
Owned and Published by the 

CALIFORNIA MEDICAL ASSOCIATION 

| Official Organ of the California, Utah and ‘Nevada Medical cAssociations 

Four-Firry SUTTER, ROOM 2004, SAN FRANCISCO 


Telephone Douglas 0062 


GEORGE H. KRESS 
EMMA W. POPE | 

HORACE J. BROWN 
J. U. GIESY 


Editor ot ape 

Associate Editor... . 
Associate Editor for Nevad 
Associate Editor for Utah 


Subscription prices, $5.00 ($6.00 for foreign countries) ; 
single copies, 50 cents, 

Volumes begin with the first’ of January and the first of 
July. Subscriptions may commence at any time. 

Change of Address.—Request for change of address should 
give both the old and the new address. No change in any 
address on the mailing list will be made until such change is 
requested by county secretaries or by the member concerned. 

Advertisements.—The journal is published on the seventh of 
the month. Advertising copy must be received not later than 
the 15th of the month preceding issue. Advertising rates will 
be sent on request. 

Responsibility for Statements and Conclusions in Original 
Articles.—Authors are responsible for all statements, conclu- 
sions and methods of presenting their subjects. These may or 
may not be in harmony with the views of the editorial staff. 
It is aimed to permit authors to have as wide latitude as the 
general policy of the journal and the demands on its space may 
permit. The right to reduce or reject any article is always 
reserved. 

Contributions—Exclusive Publication.—Articles are accepted 
for publication on condition that they are contributed solely 
to this journal. 

Leaflet Regarding Rules of Publication.—California and 
Western Medicine has prepared a leaflet explaining its rules 
regarding publication. This leaflet gives suggestions on the 
preparation of manuscripts and of illustrations. It is suggested 
that contributors to this journal write to its office requesting 
a copy of this leaflet. 











EDITORIALS 


SOME C. M. A. MEMBERSHIP STATISTICS 


Why Population Statistics Have a Bearing on 
[ficient Medical Organization.—Population fig- 
ures, as such, seemingly could find a better place 
for presentation and publicity in publications 
other than medical journals. And yet, when a 
medical journal is the official publication of a 
state medical association, and the Association and 
its journal each exist as expressions of organized 
»medicine—to the end that medical and public 
health standards may be better maintained and 
developed—it is not only permissible, but actually 
desirable that population statistics which have a 
somewhat close relationship to medical economics 
should be printed in the official medical publica- 
tion of such a state medical association. 

Such publicity calls to the attention of mem- 
bers of such a state medical association the status 
of its membership and organization work as at 
present existing—in relation to social and eco- 
nomic factors of the commonwealth—and permits 
likewise a comparison with conditions and figures 
of other periods and places. It is quite evident, 
therefore, that knowledge of such factS is quite 
necessary if organization work designed to pro- 
tect the interests of the medical profession is to 
be carried on in broad and efficient fashion. 

* * * 


The 1930 Decennial United States Census.— 
The recent 1930 United States census statistics 
furnish a good basis for such a survey. The 





editor has therefore compiled a table, with data 
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taken from such census reports, and from the 
records of the California Medical Association and 
of the Board of Medical Examiners of the State 
of California. This table is printed in the Mis- 
cellany Department of this issue of CALIFORNIA 
AND WESTERN MEDICINE, under the caption, 
“Membership and Organization,” and the atten- 
tion of officers and members of the constituent 
county units of the California Medical Associa- 
tion who are interested in organization work, 
and who believe that through efficient organiza- 
tion scientific medicine can make its influence best 
felt and more safely assure for itself its future, 
is directed thereto. (The table is printed on 
page 707.) Be te a 

Total Number of Licensed Physicians in Cali- 
fornia and Their Affiliations with the California 
Medical Association and the American Medical 
Association.—To begin with, there are about 9421 
physicians who are licensed in California to prac- 
tice medicine and surgery. In addition to these 
licensed physicians and surgeons there are some 
thousands of cultist practitioners who have se- 
cured legal recognition to practice the healing art 
according to their tenets, many of whom, how- 
ever, seemingly practice the healing art in man- 
ner over and beyond the tenets of their cults and 
in apparent violation of the supposedly legal re- 
strictions laid down by the state. 

Of the 9421 practitioners in California who 
are licensed physicians and surgeons, some 4959 
are members of the California Medical Associa- 
tion by virtue of membership in constituent 
county units of the California Medical Associa- 
tion. Of these 4959 California Medical Associa- 
tion members, some 3849 members pay dues as 
“Fellows of the American Medical Association,” 
receiving through such fellowship the Journal of 
the American Medical Association. ‘This leaves 
about 1110 California Medical Association mem- 
bers who do not take the Journal of the Amer- 
ican Medical Association. 

The total number of licensed physicians in 
California who receive the Journal of the Ameri- 
can Medical Association, either as fellows or as 
independent subscribers, is 6151, indicating that 
some 2511 subscribers of the Journal of the 
American Medical Association who are not Fel- 
lows of the American Medical Association may 
come from the group of 4462 licensed physicians 
in California who are nonmembers of the Cali- 
fornia Medical Association. The fact that some 
2511 licensed physicians in California who are 
nonmembers of the California Medical Associa- 
tion are sufficiently alert and progressive to sub- 
scribe for the journal of the national association 
would itself seem to indicate that in this group 
could be found a considerable number of col- 
leagues who possess the eligibility requirements 
of the California Medical Association and of its 
constituent county units. 


When the figures just given are put on a per- 
centage basis, the approximate percentage of 
licensed physicians in California who receive the 
Journal of the American Medical Association is 
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65 per cent, while the percentage of membership 
in the California Medical Association to the total 
number of physicians in California is only about 
52.6 per cent. Do not these figures show that all 
county units of the California Medical Associa- 
tion owe it to themselves and to the state as a 
whole to bring into membership affiliation certain 
seemingly eligible nonmember physicians who 
reside in their respective districts ? 

There was never a time in recent years when 
organized medicine so needed the coOperative aid 
and fellowship of every properly qualified physi- 
cian, if some of the problems which are so inti- 
mately interwoven in our modern-day American 
living and the present-day practice of medicine 
are to be properly solved. If the big tasks still 
ahead of organized medicine are to be done, it is 
desirable that all qualified physicians should stand 
shoulder to shoulder in protection of public 
health and of medical practice standards. ‘To at- 
tain such united codperation, membership should 
be held in county medical and state medical so- 
cieties by every properly qualified physician 
licensed to practice in California. The organiza- 
tion programs of the California Medical Associa- 
tion and of other state societies will only then 
begin to approach the one hundred per cent stand- 
ard of efficiency when such affiliations have been 
brought about. 
* By + 

The California Population and the California 
Medical Association Membership Statistics for 
the Last Decade——In the table which is printed 
in the Miscellany Department of this issue the 
percentage increases in county population and the 
percentage increases in county society member- 
ship furnish some interesting comparisons. ‘The 
time period is practically one decade for each of 
the two groups. 

It does not follow that the percentage of in- 
crease in number of physicians coming into a 
county is or should be one and the same ‘with the 
increase in county population. The increase of 
doctors may have been more or less than such 
percentage would indicate, but in California it 
may be assumed that in most of the counties the 
number of new physicians for the last decade has 
been in excess of the percentages indicated by 
general population figures. Some of these per- 
centage figures for the larger counties, where per- 
centage comparisons because of larger numbers 
are apt to better reflect conditions, may be here 
repeated : 


Alameda—Population increase, 38.1 per cent; 
county society membership increase, 38.8 per cent. 


Los Angeles—Population increase, 135.2 per 
cent; county society membership increase, 60.2 
per cent. 


Sacramento—Population increase, 55.9 per 
cent; county society membership increase, 35.8 
per cent. 


San Francisco—Population increase, 25.8 per 
cent; county society membership increase, 24.2 
per cent. 
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California Medical Association Membership 
Figures for the Larger California Cities —It 
would have been interesting if figures could have 
been here presented which would have given 
somewhat of a picture of membership in the prin- 
cipal cities of California. Some of the county 
units may be sufficiently interested to work out 
such tables for the information of their own 
members. The United States Bureau of the Cen- 
sus prints such a table of population statistics for 
the principal cities, and because of its possible 
value to county society committees on public pol- 
icy and legislation it is also reproduced in this 
issue. 

The national census is taken once in ten years. 
Our nation deems it of importance to have such 
knowledge of its general and special develop- 
ment. It should be equally important to an or- 
ganization such as the California Medical Asso- 
ciation to compile and consider analogous statis- 
tics which have a bearing on its own present and 
future development. Such knowledge points the 
way to the places where work for the today and 
the tomorrow may be pushed to advantage. On 
that account the statistical presentation above 
referred to may be worthy of inspection and 
perusal. 


THE FIRST AMERICAN DOCTOR IN CALI- 
FORNIA, JOHN MARSH—AN HISTORICAL 
CONTRIBUTION TO THE MEDICAL 
HISTORY OF CALIFORNIA 

“John Marsh, Pioneer,’ a new book by Dr. 
George D. Lyman of San Francisco—Our col- 
league, Dr. George D. Lyman of San Francisco, 
has just brought off the press a notable contribu- 
tion bearing on the history of California in a 
book of some 394 pages to which he has given the 
title: “John Marsh, Pioneer.”* 

The significance of “John Marsh, Pioneer” in 
the history of medicine in California is revealed 
in Chapter XXVIII of Lyman’s book, the cap- 
tion of which reads: “First American Doctor in 
California. El] Pueblo de Nuestra Senora, La 
Reina de Los Angeles.” 

* * * 

The California Career of Doctor Marsh.—It is 
true that Doctor Marsh, a descendant of an old 
Salem, Massachusetts, family, was not a graduate 
in medicine, his only degree being that of Bach- 
elor of Arts as a member of the Class of 1823 at 
Harvard University. (See footnote.—Ed. ) 

But because he had aspired for years to study 
medicine, and had really read and practiced medi- 
cine in Illinois and Minnesota, in what was then 
the western frontier of the United States, and 
perhaps because he was an adventurer with the 
scruples of such a one, he did not hesitate to sub- 
mit, on February 18, 1836, to the Ayuntamiento 
(the Town Council) of Los Angeles a letter ask- 
ing that he be permitted to practice as a physician 
and surgeon. 

This permission was granted him by the Ayun- 
tamiento on February 15, 1836, probably on the 


*“John Marsh, Pioneer,’ The Life Story of a Trail 
Blazer on Six Frontiers. By George D. Lyman. New 
York, Charles Scribner and Sons, 1930. Price $3.50, 
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basis of his A. B. diploma which was in Latin and 
which was sent to the mission fathers at San Ga- 
briel and found to be satisfactory. At the end 
of a year or so this first American medical man 
in California went north to the valley of the 
San Joaquin, where he purchased, at the base of 
Mount Diablo, a large land grant from one José 
Noriega. Here Marsh, as occasion suited, was a 
planter, a trader or a physician, until he came to 
his death in the year 1856. 

The story which Lyman has woven about John 
Marsh is most fascinating, and its historical accu- 
racy is evidenced by some forty pages of refer- 
ences, which the author has keyed into the text. 

‘To the editor the persusal of this volume was 
of special interest because more than twenty years 
ago, in a “History of the Medical Profession of 
Southern California,’ through the courtesy of 
the late H. D. Barrow, Esq., the editor was able 
to present a brief sketch of John Marsh. At that 
time he did not know what a notable and unusual 
career had been the lot of Marsh. 

+e 2 

Increasing Interest in the Medical History of 
California.—\|t is gratifying to note that grad- 
ually an increasing interest is being taken in the 
medical history of California. A most interest- 
ing and valuable article on “Medicine and Sur- 
gery Among the lirst Californians,” from the 
pen of the late Dr. Cephas L.. Bard, who prac- 
ticed in Ventura and who was a brother of United 
States Senator Thomas R. Bard, was recently 
reprinted in the January, 1930, issue of “Touring 
Topics,” the official publication of the Automo- 
bile Club of Southern California. 


Editor's Note.—The first medical practice or licen- 
sure act of California became a law on April 3, 1876. 
Even at that comparatively present-day period provi- 
sion was made to grant the legal right to practice to 
citizens who were not graduates of medical schools, 
and John Marsh made his advent into California in 
1836, or forty years prior to the Practice Act of 1876. 
The following excerpts were taken by the editor from 
the official, year 1878, “Catalog of Regular P hysicians 
and Surgeons who have presented their Diplomas 
and other Credentials to the Board of Medical Ex- 
aminers of the Medical Society of the State of Cali- 
fornia.” From the preface of that volume is taken 
the following paragraph: 

“The Legislature of California, at the session of 
1875-6, being impressed with the great necessity of 
protecting the health and lives of the community from 
ignorance and imposture of pretended physicians, en- 
acted a law for that purpose, providing for the ap- 
pointment of medical examiners, who should be 
authorized to determine, in accordance with the pro- 
visions of the aforesaid enactment, what persons 
are duly qualified as practitioners of medicine and 
surgery.” 

And from the law, “An Act to Regulate the Prac- 
tice of Medicine in California,” the following refer- 
ence to nongraduates of medical schools is taken: 

“Sec. 5. All examinations of persons not graduates 
or licentiates shall be made directly by the board, 
and the certificates given by the board shall authorize 
the possessor to practice medicine and surgery in the 
State of California; but no examination into the quali- 
fications of persons not holding diplomas or licenses 
shall be made after the thirty-first day of December, 
eighteen hundred and: seventy-six. After that date 
no certificates shall be granted by them, except to 
persons presenting diplomas or licenses from legally 
chartered medical institutions in good standing.” 
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In looking up the antecedents of that manu- 
script, the editor discovered that Dr. Bard’s paper 
was read by him in 1894, as his retiring address 
as president of the Southern California Medical 
Society, and that it was originally printed in the 
Southern California Practitioner of August, 1894. 

The editor of “Touring Topics” happened on a 
copy of the article in the Ventura County His- 
torical Museum and was so impressed with its 
worth that he had line sketch illustrations drawn 
therefor for reprinting in his own publication. 
The re-discovery of Bard’s paper would indicate 
that here and there in California are bits of his- 
torical records having to do with medicine which 
would make interesting reading if brought to 
light. 

The present chairman of the California Med- 
ical Association standing committee on history, 
Dr. C. D. Ball of Santa Ana, several years ago 
brought off the press the “Orange County Med- 
ical History.’ More recently, Dr. G seorge & 
Cole of Los Angeles has been presenting in the 
“Bulletin of the Los Angeles County Medical 
Association” a series of biographical sketches 
with illustrations of Los Angeles medical pio- 
neers that are of real interest. Again, up at Sac- 
ramento, one of the attaches of the Department 
of Public Health of California, Mr. Guy P. Jones, 
has practically completed the copy for a volume 
on public health activities of the past. This work 
of Jones’ should also be of interest and value, for 
the far western California had the honor to be the 
third commonwealth in the entire United States 
to institute a state public health department. 


* * * 


Every County Society Should Have Its Com- 
mittee on History—Mention is made of these 
matters in the hope that every county medical 
unit of the California Medical Association will 
see fit, at one of its early meetings, to provide for 
the appointment of a special committee on his- 
tory, with instructions to gather together all 
available historical medical records and to com- 
pile general and biographical historical sketches 
therefrom. The California Medical Association 
is itself making an effort to gather together its 
own material and memorabilia for similar pur- 
poses. 

In a few more years all colleagues who still 
have a first-hand knowledge of the early days of 
medical practice in California will have passed 
from among us. Let us seek out these confreres 
and urge them to transcribe their past experi- 
ences and reminiscences to paper. Then those 
who come after will be able to live over again, 
somewhat, the days of long ago. 


What Lyman of San Francisco has done, can 
be duplicated in lesser but in no less interesting 
fashion by others. The guild of the healing art 
has a history that is everywhere alive with tradi- 
tions of service. And in our own country, no- 
where do such traditions of service stand out in 
nobler relief than when shown on a background 
such as the pioneer period of California can 
furnish. 
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ANATOMY ACTS OF CALIFORNIA 


Study of Anatomy a Basic Requirement in a 
Medical Course-——The heading for these com- 
ments is the caption of an article from the pen of 
Professor A. W. Meyer of Stanford. The article 
has a place among the special articles of this issue 
of CALIFORNIA AND WESTERN MeEpIcINE. In 
addition to the article as there presented, the 
present anatomy act of California, which became 
a law in 1927, is printed in the Miscellany De- 
partment in this number of CALIFORNIA AND 
WESTERN MEpICINE (pages 703 and 768). 

This attention is called to Meyer’s contribution 
because it-is the first authentic statement to be 
printed which outlines the history of anatomy 
acts in California, and also for the reason that in 
California, as in other states, members of the 
medical profession, by and large, have altogether 
too limited a knowledge of this phase of anatom- 
ical study, which is so important and basic in all 
proper medical training. 

It may be said that modern-day scientific medi- 
cine is especially differentiated from the training 
of years and years ago by the emphasis which is 
placed on an accurate knowledge of the struc- 
tures of the human body. This knowledge can- 
not be properly acquired except through pains- 
taking first-hand dissection study and experience. 
In fact a modern-day surgeon cannot be properly 
trained unless he has a particul: rly comprehensive 
and accurate knowledge of human organs and 
tissues. For the acquisition of such knowledge, 
an adequate supply of dissection material is a 
fundamental necessity. 

* x * 


Difficulties Encountered in Securing the Present 
Anatomy Law.—Professor Meyer tells the story 
of the scarcity of anatomical material in Califor- 
nia in the days gone by and mentions some of the 
difficulties which were encountered when the 
present anatomy act was first introduced at the 
California legislative session in 1921. The nar- 
rative of the treatment of this bill and its suc- 
cessors by a recent California governor who, for 
reasons known only to himself, used his veto 
power to prevent the medical profession and med- 
ical schools of California from securing the ana- 
tomical material which was deemed necessary, 
while not gratifying, is illuminating. : 
Without such a supply of anatomical material 
it was virtually impossible for California to give 
satisfactory instruction to its matriculants in 
medical colleges. The attitude and opposition of 
this former governor, who is still more or less of 
a political power in California, should cause phy- 
sicians who have had little actual experience in 
working for public health and similar legislation, 
to appreciate how much effort and time must 
sometimes be used by those colleagues who bear 
the brunt of the responsibility in securing legis- 
lation that is needed for the proper protection of 
the public health. It will always be to the credit 
of Governor Young that when the bill was pre- 
sented to him in 1927, after its fourth introduc- 
tion and its third passage in the legislature, he 
gave it his prompt approval and signature. 
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How Medical Schools of California Were 
Handicapped Only a Few Years Ago—Mem- 
bers of the California Medical Association who 
have affiliations with the medical schools of Cali- 
fornia know somewhat of the difficulties of only 
a few years ago, when, because of the scarcity of 
anatomical material, it was found impossible to 
give to a considerable number of freshmen and 
sophomore medical students the dissection ma- 
terial and instruction as laid down by the Asso- 
ciation of American Medical Colleges and the 
Council of Medical Education of the American 
Medical Association, so that special dispensations 
were required from those organizations which 
permitted such students an additional amount of 
time in which to do their dissection work. 

At that time, as a member of one of the com- 
mittees having the matter in charge in southern 
California, the editor wrote to the eastern head- 
quarters of several national medical and surgical 
organizations for information concerning anat- 
omy laws in other states, and was more than sur- 
prised to learn how little first-hand knowledge of 
this important subject the representatives and 
executives of these organizations seemed to have 
This was the more surprising because these or- 
ganizations had presumably dedicated themselves 
to the production of better physicians and sur- 
geons. It was necessary to carry on a corre- 
spondence of weeks to secure copies of anatomy 
acts of other states. As a matter of fact, in all 
our current medical literature there have been 
almost no articles on this subject. The presenta- 
tion by Professor Meyer therefore should be of 
special value not only to Californians, but also to 
members of teaching faculties in other states. 


eos 


All States in the Union Should Endeavor to 
Secure Proper Anatomy Laws.—The old preju- 
dices against the use for dissection purposes of 
the bodies of deceased persons still exist, not only 
in our own, but in many of the European coun- 
tries. Much tact is therefore necessary in secur- 
ing needed legislation, for reasons such as are 
indicated in Meyer’s article. It is desirable that 
the basic legislation should be in operation in 
practically all states of the Union because the 
people at large are entitled to professional ser- 
vices from properly trained and skilled physicians 
and surgeons, and such training requires accurate 
anatomical knowledge, which can be gained, not 
from text books, but through actual first-hand 
work and study at the dissection, tables. 

California is to be congratulated that Professor 
Meyer and his co-workers, in spite of their many 
discouragements, carried on in their legitimate 
endeavors until they obtained the enactment of a 
law that permits the important subject of anat- 
omy instruction to be placed on a much better 
basis for our medical colleges than has hereto- 
fore existed in California. The story as told by 


Meyer should be of interest to all who have at 
heart the maintenance and advancement of stand- 
ards in medical training and practice. 
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a Treatment of Poliomyelitis ——Numerous 
reports have called attention to the methods 
of diagnosis and treatment of poliomyelitis, but 
it may be worth while to consider the results ob- 
tained in a series of local cases. It may be re- 
membered that an opinion was expressed, in 
reporting some of these cases previously, * to the 
effect that intramuscular administration of con- 
valescent serum is preferable to intraspinal treat- 
ment in that it is simpler, less risk to the patient, 
and is, at least, equally effective. This opinion 
has had ample support, most notably from the 
Toronto observers." 

The group treated in the Children’s Hospi- 
tal, San lrancisco, during the years 1924-1930 
(chiefly 1925, 1927, 1930) comprises 112 cases or 
nearly half of the 253 cases reported in San Fran- 
cisco during this period. These may be considered 
as: 

|. Those treated before any paralysis could 
be detected (the preparalytic cases). There were 
twenty-three patients diagnosed and treated dur- 
ing this stage, in none of which was there any 
persistent paralysis, although about one-third had 
slight weakness for a few days. In all but four 
of these, diagnosis was positively confirmed by 
spinal puncture. Diagnosis of poliomyelitis rests 
on the following features, any or all of which may 
be present: 1. Epidemiology (a) the existence of 
an epidemic; (b) definite history of exposure 
(eight of these cases). 2. Symptoms, in order of 
frequency—fever, headache, pain in the extremi- 
ties, paresthesiae, dizziness, nausea and_ other 
gastro-intestinal symptoms. 3. Signs, the most 
important being those of meningeal irritation, 
neck stiffness, usually of slight but definite de- 
gree, rigidity of lower spine, Kernig sign, slight 
differences in tendon and_ superficial reflexes. 
During epidemics in the presence of even slight 
fever, the least degree of neck stiffness is signifi- 
cant and should never be ignored (it all too fre- 
quently is) and justifies lumbar puncture. Menin- 
geal irritative signs may rarely be absent during 
this stage; their absence makes early diagnosis 
difficult. Repeated examinations of doubtful cases 
will often reveal slight neck stiffness, especially 
if the patient is caused to sit up in bed. Several 
other conditions will produce this symptom com- 
plex; occasionally the patient is erroneously 
trez ited with convalescent serum before the diag- 
nosis can be cleared up. Usually lumbar puncture 





1 E. B. Shaw, H. E. Thelander and E. C. Fleischner. 
J. A. M. A. November 1925, vol. 85, pp. 1555-1558 


2 E. B. Shaw and H. E. Thelander. J. A. M. A. June 
1928, vol, 90, pp. 1923-1927. 


8 J. M. McEachron, B. Chown, Lennox G. Bell, Mary 
McKenzie. Canad. M. A. J.. 20, 369-370. 
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and further clinical observation will render the 
diagnosis clear. Admitted to our series as possi- 
ble poliomyelitis have been cases which have 
proved to be: pneumonia with meningismus, 
tuberculous meningitis, spinal cord tumor, trans- 
verse myelitis (poliomyelitis?) cerebral hemor- 
rhage, endocarditis with embolism, cervical adeni- 
tis, and otitis media. 4. Laboratory findings 
chiefly represented by spinal fluid examin ition. 
The fluid is withdrawn with great care to avoid 
bleeding, it emerges under normal or slightly in- 
creased pressure and is clear or sasuiiadl glass in 
appearance. Cell count is usually slightly in- 
creased, about 200 to 300 cells, in two or three 
cases (paralytic) as low as 10 and in some as 
high as 600. Cells tend to be mostly polymorpho- 
nuclears early, lymphocytes predominate later, but 
the differential count does not positively determine 
the stage of the disease. Globulin is usually in- 
creased, sugar normal. Gold (Lange) curve 
shows an early slight rise. Smears should always 
be examined for organisms and culture made; 
they are negative in poliomyelitis. 

Treatment consists of the intramuscular ad- 
ministration of convalescent serum at the earliest 
possible moment, ranging in amount from a mini- 
mum of 30 cubic centimeters for a small child 
to 100 cubic centimeters for an adult. Sera from 
convalescents unquestionably vary in potency. 
Having given a patient one injection, its efficacy 
should not be absolutely relied upon, and unless 
some improvement in temperature and other signs 
appear in from twelve to twenty-four hours, more 
serum from another source should be given. We 
have given as many as four injections at twelve- 
hour intervals; one extremely ill patient was 
transfused from a matched early convalescent 
donor. In emergency citrated whole blood may 
be given intramuscularly. 

There are several deductions that should de- 
cidedly not be drawn from the statement that all 
our cases treated preparalytically recovered un- 
paralyzed. First, this should not be taken as a 
statement that all cases can be diagnosed before 
the onset of paralysis. It is our belief that any 
observer, no matter how competent, will fail to 
make a diagnosis before the onset of paralysis in 
a small proportion of his cases. We believe, how- 
ever, that this number should be relatively small. 
Second, one should not reach the conclusion 
hastily that all cases treated early necessarily 
escape paralysis. The extent of involvement 

aries greatly; certain cases are doubtless from 
their onset too profound and overwhelming to be 
successfully treated (comparable cases of malig- 
nant diphtheria do not invalidate the potency of 
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diphtheria antitoxin). There is, furthermore, no 
feasible method of testing the potency of serum 
and confidence may readily be placed in convales- 
cent serum which might show no neutralizing 
power if tested on experimental animals. When 
all is said, our knowledge of the virus and of the 
antivirus is not sufficiently extensive for anyone 
to enumerate the precise factors governing suc- 
cess or failure. Even the curative value of con- 
valescent serum may not be regarded as proved. 
In all probability a greater degree of success 
accompanies the case of blood serum freshly ob- 
tained from recent convalescents, and the suc- 
cessive use of serum from several convalescents 
is the preferable treatment of the severely ill case. 
Pooled, stored convalescent serum has, on the other 
hand, the inestimable value of being available 
promptly when need arises. Third, we must not 
be interpreted as saying that all cases diagnosed 
before the onset of paralysis would go on to par- 
alysis. It might be argued, not unreasonably, that 
those cases which are recognized early and which, 
following serum administration, recover without 
paralysis, are simply by their nature nonparalytic. 
With this point of view we strenuously disagree, 
yet it must remain a matter purely of opinion, to 
be judged at present only by comparison with the 
history of the early stages of illness in paralyzed 
and treated nonparalyzed cases. It can only be 
said that cases admitted to the hospital badly par- 
alyzed, not having received serum, usually have 
histories of onset and early period of the attack 
which sound identical with or less severe than 
others which entirely recover following serum 
therapy without paralysis. It would be absurd to 
say that all of the treated cases would surely have 
gone on to paralysis or death, but it seems equally 
unfair to say that all would have recovered com- 
pletely. We believe that some of this preparalytic 
group would have recovered without serum and 
that others would have gone on to paralysis or 
death; the proportion of each is a matter of 
conjecture. 

II. The early paralyzed group (in this series 
thirty-three), those still showing rise in tempera- 
ture. These cases are naturally less amenable to 
serum, much damage is already done, the virus is 
fixed in the central nervous system and probably 
excluded from general circulation by inflamma- 
tory edema and ischemia. It is, furthermore, very 
difficult to judge the effects of serum; one tends, 
unless a carefully critical attitude is maintained, 
to credit serum for natural recuperative efforts. 
Nevertheless, in view of the results in preparalytic 
cases, serum should be given at least a trial in 
paralyzed patients who still have fever, not with- 
holding it simply because the patient is in a less 
favorable stage for treatment. In view of the 
difficulty of procuring serum, it should not be 
given for more than one or two doses; usually by 
this time the disease has greatly subsided. Over- 
enthusiasm and post hoc, propter hoc exuber- 
ance may lead to errors of interpretation, but it 
is our feeling that if serum is given early in the 
paralytic stage improvement and arrest of further 
paralysis often results. 
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Of special note in this early paralytic group 
should be mentioned those which show slight bul- 
bar signs immediately following the initial rise in 
temperature. It has been true in this series that 
with bulbar involvement some weakness was evi- 
dent from almost the moment of onset and a true 
paralytic stage was lacking. These cases consti- 
tute a special group characterized by fever, very 
slight neck stiffness, early weakness of eye or 
facial muscles, deviation of the tongue, difficulty 
in swallowing, accumulation of foamy saliva in 
the back of the throat, nasal speech, etc. Spinal 
fluid often shows a low count. These patients 
should be treated intensively throughout their 
febrile period ; the mortality rate is highest in this 
group. 

Ill. Of the late paralysed, afebrile patients 
little need be said with regard to serum therapy. 
They should not receive serum, but may serve as 
sources for serum while receiving careful ortho- 
pedic treatment to prevent pull on damaged mus- 
cles, contractures, etc. Chiefly it should be said 
that these do not represent controls from an ex- 
perimental viewpoint of those who are treated 
early. One may compare their early histories with 
those treated preparalytically and draw certain 
deductions, but must avoid numerical, statistical 
comparisons between patients seen and _ treated 
early and those seen later and untreated. 

K. B. SHaw 

H. E. THELANDER 

San Francisco. 
adium in Hemorrhagic Conditions. — Con- 

. associated with subcutaneous and 
submucosal hemorrhages have always been puzz- 
ling from an etiologic and therapeutic standpoint. 
Likewise, the occurrence of hemophilia with its 
hemorrhage as a sequence of trauma has been 
a serious matter. Various therapeutic methods, 
such as subcutaneous injections of thromboplastic 
preparations and horse serum, intravenous injec- 
tions of calcium salts and gelatin solutions, and 
finally transfusions of whole blood, have been 
tried. The success in combating the bleeding has 
been variable, but even with the most careful and 
active treatment the condition has frequently gone 
on to a fatality. 

In a recent publication Hoffman? calls atten- 
tion to the use of radium applied over the spleen 
in hemorrhages of the new-born and in hemo- 
philia. What takes place is not known, but after 
a few hours the bleeding ceases. Gynecologists 
interested in radiation therapy, notably Werner, 
have observed that menorrhagias of unexplained 
origin are stopped or greatly lessened by x-ray 
therapy given in small doses over the spleen or 
liver. In hemophilia, however, we have a con- 
dition that is different from that seen in menor- 
rhagia, so the modus operandi must be different, 
although the results accomplished are the same. 
The result of treatment is a shortening of the 
coagulation time and improvement in symptoms. 


1 Hoffman, Radium in the Treatment of Diseases with 
Subcutaneous or Mucous Membrane Hemorrhages. Pre- 
liminary report, Radiology, February 1930. 
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Where exsanguination is great, nothing can 
replace transfusion; nevertheless, it will be well 
to remember the use of radium as an emergency 
measure. It is easily applied and, in the dosages 
Hoffman administers, is without danger. 


OrviL_LE N. MEtanp, Los Angeles. 


rtificial Diphtheria Antitoxins.—Traditional 
ee pictures specific antitoxins as 
preformed, hereditary, specific intracellular anti- 
dotes, quantitatively increased and liberated into 
the blood stream as a result of toxic assault. With 
this conception of antibody formation, a test-tube 
synthesis of diphtheria antitoxin is inconceivable, 
without previous detailed knowledge of its exact 
chemical composition. 

The newer immunology,’ in contrast, pictures 
antitoxins, not as preformed hereditary antidotes 
that need but to be quantitatively increased to give 
immunity, but as absolutely new biochemical com- 
plexes resulting from chemical interaction be- 
tween toxins and normal humoral or cellular 
proteins. Or, in the words of some of the newer 
immunologists, they are nonspecific hereditary 
defenses metamorphosed or “hybridized” into 
defenses of specialized function. ven without 
knowledge of the exact chemical nature of diph- 
theria antitoxin, this conversion of a normal non- 
specific defense into a specialized diphtheria anti- 
body might conceivably be effected in the chemical 
laboratory. 

Inspired by this newer concept, Ostromysch- 
Jenski and Petroff incubated a mixture of diph- 
theria toxin and normal horse serum and found, 
as they had hoped, that the resulting test-tube 
“conjugates” are specifically antitoxic.? During 
the last two years this observation has been con- 
firmed by Kryshanowski,® who was able to syn- 
thesize two different diphtheria antitoxins by 
substituting individual serum proteins for whole 
serum. By incubating a mixture of diphtheria 
toxin and commercial trypsin, Shrawosmisslow ‘* 
and Kimmelstiel® obtained “toxin-trypsinates,” 
which in their hands were also specifically anti- 
toxic. Artificial diphtheria antitoxin made by a 
combination of these two methods, i. e., by incu- 
bating a mixture of diphtheria toxin and normal 
horse serum in the presence of commercial pan- 
creatin is at present covered by patent in 
Germany.® 

Of course, it is not as yet proved that these 
synthetic antitoxins are identical with the natural 
antitoxins formed in the animal body,® but there 


1 Manwaring, W. H. A Critique of the Ehrlich Theory, 
with an Outline of the Enzyme Theory of Antibody For- 
mation—The Newer Knowledge of Bacteriology and Im- 
munology. University of Chicago Press, 1928, chap. 81, 
p. 1078. 

2 Ostromyschlenski and Petroff. Rus. Gesel. f. physical. 
Chemie, 47, 263, 1915. 

8 Kryshanowski, W. H. Centralbl. f. Bakteriol., 110, 1, 
1929. 

4 Shrawosmisslow, W.H., and Kostromin, N. E. Ztschr. 
f. Immunititsforsch, u. exper. Therap., 54, 1, 1927. 

5 Kimmelstiel, L. Ztschr. f. Immunitiitsforsch u. exper. 
Therap., 62, 245, 1929. 

6 Pat. No. 392055, Class 30 h, Group 6. 
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is suggestive evidence that some of them may be 
even superior to those formed by nature.* Suc- 
cessful artificial human convalescent antitoxins 
made from carefully typed human blood, with the 
hoped-for elimination of all allergic reactions, is 
a logical goal for future research. 

W. H. Manwarinc, Stanford University. 


Bor of Allergic Rhinitis—The diag- 
nosis of nasal allergy is based on (1) the 
history of local symptoms and the local physical 
findings, (2) the allergic state of the patient. The 
first requires a thorough knowledge of the stand- 
ard methods of rhinologic diagnosis and the 
second, of the principles of immunology. 

Eyerman states that there are three methods 
of investigation on which to base the diagnosis 
of allergy: (1) an exhaustive and detailed clini- 
cal history, considering the presenting symptoms, 
the family history, the environment and the diet 
of the patient; (2) sensitization tests properly 
performed and interpreted; and (3) the demon- 
stration of eosinophils. These are given in the 
order of their importance. 

The acute and seasonal cases with a history of 
paroxysms of sneezing, obstruction, a watery dis- 
charge and edematous mucous membrane, are 
likely to be confused only with an acute cold. 
However, the malaise and increased temperature 
at the onset of a cold followed by a characteristic 
process of evolution and return to normal in 
about two weeks is seldom seen in allergic con- 
ditions. 

When the condition is chronic and hyperplasia 
of the membrane or polypi are present we must 
differentiate between an allergic condition and a 
primary suppuration. The primary suppurations 
are often unilateral, the edema is limited to the 
region of the infected cells, and the discharge 
varies from pure pus to a mixture of pus and 
mucus. It rarely contains eosinophils. In allergy 
the lesions are almost always bilateral and involve 
the whole lining of the nose. The discharge is 
watery or mucoid and often contains eosinophils. 
The history alone is often enough to distinguish 
between the two conditions. 

When a combined suppurative and _ allergic 
process is present the primary process must be 
determined by the history. It is probable that 
most of these are primarily due to allergy and 
the infection due to the obstruction to ventilation 
and drainage. This is shown by the number of 
sinus infections that clear up when allergic con- 
ditions are corrected. 

The exciting factor may often be determined 
by the skin tests, or it may be necessary to resort 
to a process of elimination such as a change in 
environment, or a study of the diet as has been 
suggested by Rowe. 


H. P. Merritt, Los Angeles. 
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COMPONENT COUNTY SOCIETIES 
CONTRA COSTA COUNTY 

The Contra Costa Medical 
regular monthly meetings on 
Hotel Carquinez at Richmond, 

The scientific program featured the industrial prob- 
lem of medical practice. An informal discussion of 
the various chemicals encountered in industrial prac- 
tice was held. The symptomatology, differential diag- 
nosis and treatment of lead poisoning was discussed 
by those present. Proper control of this industrial 
hazard through monthly examinations of the exposed 
workers and the importance of codperation on the 
part of employers in carrying out the preventive 
measures were stressed in detail. Dr. J. W. Bum- 
garner of Richmond opened the discussion. 

A paper on “Fractures Involving Joints” was pre- 
sented by Dr. L. H. Fraser of Richmond. A descrip- 
tion of the modern methods of handling the various 
types of joint fractures was presented. The impor- 
tance of accurate and complete reduction with suffi- 
ciently long periods of immobilization and the early 
institution of physiotherapy in the form of massage, 
passive and active exercises, and heat locally, was 
stressed. 

A large attendance enjoyed the meeting and the 
refreshments which followed. A symposium on ob- 
stetrics and gynecology was announced as a program 
of the next meeting. 


Society resumed its 
September 11 at the 


L. H. Fraser, Secretary. 


FRESNO COUNTY 


The regular meeting of the Fresno County Medical 
Society was held at the California Hotel September 9. 

The application of Dr. George B. Dewes of Fresno 
for a transfer from Tulare County Medical Society 
was read, It was moved by Doctor Dau, seconded by 
Doctor Jorgenson, that the transfer be made. Motion 
carried. 

Applications of Dr. R. A. Hunt of Riverdale and 
Dr. L. R. Nielson of Fresno were read. 

The committee investigating the situation-at the 
County Hospital, Doctor Trowbridge, chairman, re- 
ported progress and asked for an extension of time, 
which was granted. 

The report of the Publicity Committee, Doctor 
Mitchell, chairman, was read. Because of the high 
cost of radio talks over local stations, it was moved 
by Doctor Mitchell, seconded by Doctor Scarboro, 
that the matter be laid on the table. Motion carried. 

It was moved arid seconded that the president ap- 
point three members to reorganize the constitution 
and by-laws of the society. 

The president appointed Doctors Mitchell, Scar- 
boro, and Madden. 

A very interesting discourse was given by Dr. 
Harold Brunn, clinical professor of surgery at the 
University of California. Doctor Brunn spoke on the 
early respiratory complications following operation. 


*For a complete list of general officers, 


1 of standing 
committees, of section officers, 


and of executive officers 


of the component county societies, see index reference on 
the front cover, under Miscellany. 
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He showed many slides illustrating the incidence of 
atalectasis which results from a plugging of the bron- 
chi. He described the results which can be obtained 
in these cases by removing the mucoid material by 
means of a bronchoscope. 

J. M. Frawtey, Secretary. 


@ 
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ORANGE COUNTY 


The regular monthly meeting of the Orange County 
Medical Association was held at the American Legion 
Hall, Santa Ana, on ‘Luesday, September 2, at 6:45 
p.m. The American Legion Auxiliary served a very 
delightful dinner to approximately forty members. 
Following the dinner the meeting was called to order 
by President Robertson, and the minutes of the pre- 
vious meeting read and approved. 

‘Lwo interesting cases were shown before the so- 
ciety: one of leprosy from the Orange County Hospi- 
tal, and the other a case of severe varicose veins 
before injection treatment. 

The readings of five applicants for membership 
were heard for the first time. They were the follow- 
ing: Edith S. Spence, Harry H. Jacobs, Julius C. 
Osher, H. Holmson, Roland J. Harvey. 

The secretary reported on the cost of county auto 
emblems, stating that in order to obtain the official 
American Medical Association emblem with the name 
of our county imprinted over the top it would be 
necessary to order at least fifty. It was moved and 
seconded that those who desired to purchase em- 
blems, place their names with the secretary. 

Very interesting talks by Doctors H. A. Johnston, 
D. A. Harwood, Bessica Raiche, and G. L. Kay were 
given concerning their trips East this summer. Doc- 
tors Johnston and Harwood stressed the importance 
of spinal anesthesia as given at the Mayo Clinic; 
Doctor Raiche talked on nonmalignant nodules of the 
breast in young girls, and Doctor Kay showed some 
very interesting slides of his trip to the eastern coast. 

The speaker of the evening was Dr. James Farrage 
of Santa Ana, who gave a very vivid and realistic 
reproduction of the heart beat by means of his phono- 
graphic records taken at the clinic of Dr. Richard 
Cabot. Various records illustrating the heart beat in 
the normal heart, in mitral and aortic disease, and 
in functional conditions were heard. 

Following the speaker, Dr. R. A. Cushman gave a 
short talk, stressing the importance of keeping in 
touch with medical legislation. He suggested that at 
some future meeting our local state senator and 
assemblyman be given an invitation to attend, and 
that we outline some of the problems confronting the 


medical profession. ‘ : 
Harry G. HuFrMan, Secretary. 


SAN JOAQUIN COUNTY 


The stated meeting of the San Joaquin County 
Medical Society was held Thursday evening, at eight 
o’clock, September 4, at the clubrooms in the Medico- 
Dental Building. The meeting was called to order 
by Dr. Harry E, Kaplan, president. The minutes of 
the June meeting were read and approved. 

A letter from the secretary of the California Medi- 
cal Association recommending a change in the local 
constitution to correspond with the State Society in 
the matter of lapsing membership on account of 
failure to pay dues was read. On motion of Dr. 
Dewey R. Powell, duly seconded and carried, the 
local secretary was ordered to draw up the amend- 
ment to conform to the rules and submit it in writing 
to the members. 
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There being no further business the scientific pro- 
yram, a symposium on tuberculosis, was opened with 
a paper by Dr. Chesley Bush of the Arroyo Sana- 
torium on the subject of “Tuberculosis in Childhood.” 
The doctor said that they had learned that physical 
signs are important by their absence in juvenile tuber- 
culosis. Even up to 1925 the x-ray findings were in 
error because they stressed the importance of peri- 
bronchial infiltrations which we now know were con- 
fused with blood vessels in lateral views and calcifi- 
cations with blood vessels in cross section. We must 
now base our diagnosis on parenchymal lesion or 
swollen glands when visible. In one particular spot 
the roentgenologist has learned to look for evidence. 
This is a swollen gland which bulges the mediastinal 
pleura in the right hilum at the upper pole. In con- 
clusion, the doctor said that the child with a tubercu- 
lous lesion need not be underweight, have a cough, 
or appear to be very sick, He is found most often 
as a contact with an open case of adult tuberculosis. 
He is positive to tuberculin skin test if such is re- 
peated up to doses of one milligram in over 95 per 
cent of the cases, and x-ray will reveal parenchymal 
lesions or glandular pathology. He is often negative 
as far as physical signs are concerned. No diagnosis 
of children’s chests can be made without an x-ray 
and a tuberculin test. 

Dr. Clifford Mason of Arroyo Sanatorium demon- 
strated a series of x-ray plates to show the points 
brought out in the preceding paper. 

“The Importance of History Taking” was _ pre- 
sented by Dr. Thomas C. O’Connor of the Bret Harte 
Sanatorium. He made the point that symptomatology 
in tuberculosis points to future damage, whereas 
physical signs and x-ray infiltrations are evidence of 
mischief already accomplished. He divided the his- 
tory taking as follows: 

Family history: A contact is invaluable as it means 
in your patient’s case the same as all the physical 
diagnosis, laboratory findings, and x-ray evidence, 
because the diagnosis is made. This is nature’s first 
warning. 

Past history must not be neglected in the many 
details of loss of appetite, nervousness, malaise, in- 
ability to concentrate on mental tasks, voice tire, 
husky voice, clearing of throat, loss of weight, night 
sweats, afternoon temperature, gastric disturbances, 
dysphagia, pleurisy, and hemoptysis. All of these 
must be inquired about. Herein lies nature’s second 
warning. 

Finally, we come to his present illness, which is 
the third warning and fits in nicely with the other 
two. 


This paper was illustrated with carefully selected 
x-ray plates to demonstrate frank cases of tubercu- 
losis discovered through careful history and others 
missed by disregard of such evidence. 

Dr. Edward A. Schaper presented the subject of 
“Physical Diagnosis.” He said that each patient pre- 
senting himself for examination usually thinks he has 
the disease. He usually complains of one or more of 
ten things, namely: cough, malaise, fever, expecto- 
ration, loss of weight, loss of appetite, shortness of 
breath, pain in chest, hemoptysis, or night sweats. 
In making a diagnosis, history of contact of first im- 
portance is that of history of contact with another 
active case which is found in at least 50 per cent. 
Occupation is unimportant, for active cases often 
occur in the out-door laborer. 

Examination of the chest reveals more important 
evidence in the form of rales by auscultation than any 
signs noted by percussion or other means. The x-ray 
is gaining in importance, and in the presence of other 
suspicious evidence is often the convincing bit. Posi- 
tive sputum is difficult to get, especially in the early 
cases. Finally, a good temperature record for from 
two weeks to two months may be all important. 

Dr. Robert A. Peers of Colfax presented the final 
paper on a unique subject, “What to Tell the Tuber- 


Vol. XXXIII, No. 4 


” 


culous Patient.” His talk was based on the four lead- 
ing questions which nearly every patient asks: 

First: “What is my illness?” 

In answer to this tell him the truth. Perhaps not 
the whole startling truth at once, but gradually he 
must know the truth in order to get his codperation 
in the fight against the disease. 

Second: “I haven’t much, have I? Just a little bit?” 

Again tell him the truth as to the seriousness of 
his case. This need not discourage him, as many 
patients in advanced stages recover with the right 
cooperation. Prepare him for the possibilities of ex- 
tension so that he will not lose faith in you if the 
disease progresses or new manifestations occur. 
Truth most often wins the patient’s confidence and 
intelligent codperation. 

Third: “Am I going to get well?” 

This no one can tell because of the unknown quan- 
tities of the virulence of the disease and of the resist- 
ance of the individual. But he can be reassured of 
his chances on the basis of the majority who do re- 
cover, Nine will get well. No one can pick the tenth 
at the beginning. Tuberculosis must be taken seri- 
ously, but the patient is not to be frightened. 

Fourth: “How long before I will be well?” 

Nobody can tell how long for the same reasons as 
above. Do not lead him to think that he will recover 
in six to eight weeks. Many accidental developments 
can appear to change the course, such as_ pleurisy 
with effusion, tuberculous kidney, hemorrhage, menin- 
gitis, or spontaneous pneumothorax. But the occur- 
rence of such things mean a prolongation of cure, 
rather than failure, and the patient has a right to 
know that. 

The reading of the papers was followed by an in- 
teresting discussion led by Doctors Barnes, Barbour, 
Henson, Sutton, and McGurk. 

On motion of Dr. D. R. Powell, seconded and car- 
ried, the visiting speakers were honored with a rising 
vote of thanks. 

Those present in addition to the speakers were: 
Doctors Garbour, Barnes, Blackmun, Blinn, Broad- 
dus, Buchanan, Chapman, Doughty, Dozier, Fried- 
berger, Gallegos, Goodman, Hanson, Kaplan, Latta, 
McGurk, Marnell, O’Donnell, Owens, B. J. Powell, 
D. R. Powell, Sanderson, Sippy, Smither, M. H. 
Smythe, Thompson, Tretheway, Van Meter, Vischi, 
Walker, Sutton, and Vanderleek. 


C. A. Broappus, Secretary. 


SANTA BARBARA COUNTY 


The regular meeting of the Santa Barbara County 
Medical Society was held on Monday night Septem- 
ber 8, at the St. Francis Hospital, with President 
Freidell in the chair. 

The minutes of the previous meeting were read and 
approved. 

Doctor Engelbach then introduced Dr. R. B. H. 
Gradwohl of the Gradwohl Institute of St. Louis, 
who gave a most interesting and instructive lecture 
on the “Schilling Blood Methods.” This was dis- 
cussed by Doctors Ullmann, Koefod, and Stevens. 

Dr. Howard S. Duff of Santa Barbara then gave a 
talk on “Pyorrhea in Its Relation to Systemic Dis- 
eases,” which was extremely interesting and infor- 
mative. 

The society then went into executive session and 
a report from the California Medical Association re- 
garding delinquency was read and ordered filed. 

Mr. Anderson of the Morning Press addressed the 
society regarding the publishing of syndicated articles. 
The secretary read a letter from Doctor Pope, secre- 
tary of the California Medical Association, on this 
subject, and after discussion by various members it 
was moved by Doctor Lewis and seconded by Doctor 
Sansum that the whole matter be referred to the 
board of censors, with power to act. 


WILLIAM H. EAton, Secretary. 
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CHANGES IN MEMBERSHIP 
New Members 

Alameda County—Leonard Barnard, James V. Camp- 
bell, Loris Maud Lamb, Robert S. Leet, Noble H. 
Logan, Carlton H. Rice, Kenneth Joseph Thompson. 

San Bernardino County—Leslie Elmo Elliott. 

San Diego County—Thomas Johnson Rankin, Fred- 
erick Jerome Walter, Eugene Wolcott Whitney. 

San Mateo County—Kirk Hubbard Prindle. 


Transferred 


Harry H. Jacob, from San Francisco to Orange 
County. 
John L. Montgomery, from Los Angeles to San 


Francisco County. 
_ Fred Cr. Foard, from San Joaquin to Santa Barbara 
County. ‘ 
Resignations 
William E. Hopkins, from San Francisco County. 
David E. Stafford, from San Francisco County. 
Mary H. Loveless, from San Francisco County. 


Deaths 

Blake, William Ford. Died at Palo Alto, August 
28, 1930, age 56 years, Graduate of Cooper Medical 
College, San Francisco, 1903. Licensed in California, 
1903. Doctor Blake was a member of the San Fran- 
cisco County Medical Society, the California Medical 
Association, and a Fellow of the American Medical 
Association. 

Ogden, George Weston. Died at Sacramento, Sep- 
tember 3, 1930, age 59 years. Graduate of the Uni- 
versity of California Medical School, San Francisco, 
1892. Licensed in California, 1893. Doctor Ogden 
was a member of the Napa County Medical Society, 
the California Medical Association, and the American 
Medical Association. 

Whittington, William L. Died at Sacramento, Au- 
gust 31, 1930, age 66 years. Graduate of Jefferson 
Medical College of Philadelphia, 1888. Licensed in 
California, 1912. Doctor Whittington was a member 
of the Placer County Medical Society, the California 
Medical Association, and a Fellow of the American 
Medical Association. 


THE WOMAN’S AUXILIARY OF THE 
CALIFORNIA MEDICAL 
ASSOCIATION* 

ORANGE COUNTY 
The regular meeting of the Woman’s Auxiliary 
of the Orange County Medical Association was held 
at the home of Mrs. E. D. Kilbourne in Santa Ana, 

with Mrs. F. E, Coulter in the chair. 

The meeting was unusually interesting, as both 
Mrs. James F. Percy, state president, and Dr. William 
Duffield were guest speakers. Mrs. Percy stressed 
especially the value of self-education in health work, 
and outlined what an auxiliary could accomplish in 
that field. She announced that she had chosen our 
president, Mrs. F. E. Coulter, chairman of the State 
Program Committee, adding that Orange County had 
the distinction of filling two state offices, as Mrs. 
Dexter R. Ball is state secretary-treasurer. 

Doctor Duffield spoke on the subject of “The Doc- 
tor’s Wife,” saying in part that, as a doctor’s wife 
was usually a progressive clubwoman, she should de- 
vote time to cultural, social, and civic questions, and 
so keep in touch with those problems to which her 
husband was too busy to devote his time. He said 
that a medical auxiliary composed of such women 
could accomplish a tremendous amount of good in 
furthering the enactment of the proper health laws. 

After a pleasant social hour the meeting adjourned 
to come together again on the first Tuesday afternoon 


in October. Jessie QuisNo RAITT, 
Secretary-Treasurer. 


* As county auxiliaries to the Woman’s Auxiliary of the 
California Medical Association are formed, the names of 
officers should be forwarded to the state secretary-treas- 
urer, Mrs. Dexter R. Ball, 2419 Bonnie Brae Street, Santa 
Ana, and to the California Medical Association office, 
Room 2004, 450 Sutter Street, San Francisco. Brief re- 
ports of county auxiliary meetings will be welcomed for 
publication in this column. 
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EXTENSION LECTURE PROGRAM* 
1. INDEX TO SUBJECTS 
Anesthesiology 
Leake, Chauncey 
Dermatology and Syphilology 
Alderson, Harry E. Soiland, Albert 
Hollingsworth, M. W. Templeton, H. J. 
Lunsford, C. J. Way, Stuart C. 


Eye, Ear, Nose, and Throat 
Barkan, Hans 


General Medicine 
Barrow, John VY. 
Buerger, Leo 
DuBray, Ernest S. 
Hurwitz, Samuel H. 
Kruse, Fred H. 
Lisser, Hans 

(a) Cardiology ; 
Kilgore, Eugene S. 
_ Langley, Robert W. 
(b) History of Medicine 
Codellas, Pan S. Larkey, Sanford V. 
Leake, Chauncey 
(c) Tropical Medicine 
Reed, Alfred C. 
(d) Tuberculosis 
Pierson, Philip H. Rosencrantz, 
Voorsanger, William C. 


Miller, Hyman 
Piness, George 
Pulford, D. Schuyler 
Read, J. Marion 
Rowe, Albert H. 
Shepardson, H. Clare 


Sampson, John J. 
Spiro, Harry 


Esther 


General Surgery 
Bell, Leo P. 
Brooks, LeRoy 


Kilfoy, E. J. 
Mentzer, Stanley H. 
Gehrels, Ernst Shephard, John Hunt 
Gilcreest, Edgar L. Soiland, Albert 
Yoell, Rodney A. 
(a) Brain and Spinal Cord Surgery 
Towne, E. B. 
(b) Plastic Surgery 
Bames, H. O. 


Gynecology and Obstetrics 
Fluhmann, C. Frederic 


Updegraff, H. L 


Orthopedics 
Gottlieb, A. 

Pathology 
Barrow, John V. Connor, C. L 
Buerger, Leo Kellogg, W. H. 

Pharmacology and Chemistry 
Leake, Chauncey 


Psychiatry 

Smith, Sydney K. 
Radiology oo 

Lawson, John D. Soiland, Albert 
Urology 


Buerger, Leo Kilfoy, E. J. 

Cross, W. W. Redewill, Francis S. 

Ferrier, Paul A. Stevens, William E. 
Wesson, Miley B. 


2. INDEX OF SPEAKERS 


Harry E. Alderson, M. D., and Stuart C. Way, M. D., 
320 Medico-Dental Building, 490 Post Street, 
San Francisco. 
1. The Determination of Malignancy in Tumors of 
the Skin. (Lantern slides.) 
2. Dermatoses Commonly Seen in General Practice. 
(Lantern slides and motion pictures.) 
3. A Skin and Syphilis Clinic Will Be 
Locally Selected Cases (five or six). 
H. O. Bames, M.D., 512 Pacific National Building, 
Los Angeles. 
1. Esthetic Plastic Surgery of the Face. 
slides.) 
2. Esthetic Plastic Surgery of the 
slides.) 


of 


Held 


(Lantern 


3reast. (Lantern 


* Additional names of speakers and topics received too 
late for inclusion in this issue of California and Western 
Medicine will be added to the published Extension Lecture 
Program reprints. 
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Hans Barkan, M. D., 921 Medico-Dental Building, 490 
Post Street, San Francisco. 

Headaches Due to Ocular Causes. 

Industrial Aspects of Eye Injuries, 

Modern Methods of Cataract Operations. 


John V. Barrow, M. D., 1110 Wilshire Medical Build- 
ing, 1930 Wilshire Boulevard, Los Angeles. 
1. Gastric Duodenal Manifestations from a Chronic 
Appendix. 
2. Clinical Manifestations of Protozoa. (Motion 
pictures.) 
3. The Business of Medicine. 


Leo P. Bell, M. D., Woodland Clinic, Woodland. 
1. Carcinoma of the Large Bowel. 
2. Surgical Diseases of the Spleen. 
3. Surgical Diseases of the Stomach and Duodenum. 


LeRoy Brooks, M.D., 731 Medico-Dental Building, 
490 Post Street, San Francisco. 
1. Ptosis of the Cecum and Ascending Colon—A 
Congenital Deformity Often Misdiagnosed as 
Chronic Appendicitis. 

Practical Preoperative Preparation and _ Post- 
operative Treatment in the Light of Recent 
Advances in Biochemistry. 

3. Some Important Differences of Surgery in In- 

fancy and Childhood as Compared with Sur- 
gery of Adults. 


Leo Buerger, M. D., 1003 Wilshire Medical Building, 
1930 Wilshire Boulevard, Los Angeles. 
1. Bladder Tumors. 
2. Hypertrophy (Adenoma) of the Prostate and 
Prostatectomy, 
3. Circulatory Disturbances of the Extremities— 
Pathology and Clinical Aspects. 

Pan S. Codellas, M. D., Schroth Building, 240 Stock- 
ton Street, San Francisco. 

1. Ancient Greek Priests, Physicians, and the 
Origin of Hippocratic Medicine. 

2. The Contributions of Ancient Greek Philoso- 
phers to Medicine. 

3. The Story of the Doctor’s Oath. 

C. L. Connor, M. D., University of California Medical 
School, Parnassus and Third Avenues, San 
Francisco. 

1. The Relation of Pathology to the General Prac- 
tice of Medicine. 
2. The Cancer Problem. 

W. W. Cross, M. D., Franklin Building, 1624 Frank- 
lin Street, Oakland. 

1. Bacterial Nephritis. (Lantern slides.) 

Ernest S. duBray, M. D., 510 Medico-Dental Building, 
490 Post Street, San Francisco. 

1. Surrounding Factors in the Prognosis of Arte- 
rial Hypertension. 

2. Diabetes Mellitus and Its Management. 

3. Insulin an Empiric Adjunct in Fattening Se- 
verely Undernourished Patients. 

Paul A. Ferrier, M.D., Professional Building, 65 
North Madison Avenue, Pasadena. 

1. Tumors of the Urinary Tract. 
> 
3. 


A. 
2. 
3. 


? 


. Tuberculosis of the Urinary Tract. 
Points of Contact Between Urology and General 
Practice, 
C. Frederic Fluhmann, M.D., Stanford University 
Hospital, San Francisco. 
1. Carcinoma of the Uterus. 
2. Functional Uterine Hemorrhage. 
3. Female Sex Hormones. 
4. Fibromyoma Uteri. 


Ernst Gehrels, M.D., 734 Medico-Dental Building, 
490 Post Street, San Francisco. 
1. The Surgical Management of Gastric and Duo- 
denal Ulcer. 
2. The Choice of Procedure in Resection of the 
Large Intestine. 
3. Cancer of the Rectum. 


Edgar L. Gilcreest, M.D., 315 Fitzhugh Building, 
384 Post Street, San Francisco. 
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1. Complete and Partial Rupture of Muscles. 
2. Aneurysm and Its Surgical Treatment. 
3. A Historical Review of Cultism. 


A. Gottlieb, M. D., 1240 Roosevelt Building, 727 West 
Seventh Street, Los Angeles. 
1. Orthopedic Treatment of Poliomyelitic Paralysis. 
2. Cosmetic Orthopedics of the Foot and Lower 
Extremity. 
3. The Painful Foot. 


Merrill W. Hollingsworth, M.D., 409 First National 
Bank Building, Santa Ana. 
1. A Historical Sketch of Syphilis. 
2. Office Management of the Syphilitic Patient. 


Samuel H. Hurwitz, M. D., 1214 Medico-Dental Build- 

ing, 490 Post Street, San Francisco. 

1. The Present Status of the Asthma Problem. 

2. The Nose and Throat Aspects of Asthma and 
Hay Fever. 

3. A Clinical Demonstration of Different Types of 
Asthma. (Patients may be brought by mem- 
bers of the society.) 


W. H. Kellogg, M.D., State Hygienic Laboratory, 
Berkeley. 
1. Concerning Anaphylaxis. 
2. Diphtheria Is Preventable but Not Prevented. 
Why? 
3. The “Plague” Diseases in Modern Times. 
E. J. Kilfoy, M. D., 709 Medical Office Building, 1136 
West Sixth Street, Los Angeles. 
1. Diagnosis and Treatment of Teratoma of. the 
Testicle. 
2. Carcinoma of the Liver in Childhood. 
3. Malignant Adenoma of the Colon and Treatment. 


Eugene S. Kilgore, M. D., 724 Medico-Dental Build- 
ing, 490 Post Street, San Francisco. 
1. Clinical Significance of Precordial Pain. 
2. The Practical Assessment of Cardiac Condition. 
Fred H. Kruse, M.D., 916 Fitzhugh Building, 384 
Post Street, San Francisco. 
1. Peptic Ulcer—Cause and Treatment. 
2. Acute and Chronic Yellow Liver Atrophy. 
3. Colitis and Functional Colonic Disorders. 
Robert William Langley, M.D., 312 Professional 
Building, 1052 West Sixth Street, Los Angeles. 
1. Coronary Artery Disease. (Lantern slides.) 
2. Cardiac Pain. 
3. X-Ray Study of the Heart. 
Sanford V. Larkey, M.D., University of California 
Medical School, Parnassus and Third Avenues, 
San Francisco. 
1. The Relation of Greek Medicine to Modern 
Medicine. 
2. The Early Anatomists and Vesalius. 
3. Experimental Physiology — Harvey, Malpighi, 
Mayow, Spallanzani, Claude Bernard. 
4. The Influence of Surgery on Scientific Medicine. 
John D. Lawson, M. D., Woodland Clinic, Woodland. 
1. Cholecystography and Its Diagnostic Value. 
2. Radiographic Evidence of Sinus Disease. 
3. Roentgen Therapy in Leukemia. 


Chauncey D. Leake, Ph. D., University of California 
Medical School, Parnassus and Third Ave- 
nues, San Francisco. 

1. The Drug Racket. 

Recent Advances in Pharmacology. 

Recent Advances in Chemotherapy. 

Preanesthetic Medication. 

The Historical Development of Surgical Anes- 

thesia. 
6. The Chemotherapy of Amebiasis. 
7. The Historical Development of Medical Ethics. 

Hans Lisser, M. D., 240 Fitzhugh Building, 384 Post 
Street. San Francisco. 

. Recent Endocrinology. (Lantern slides.) 

2. The Pituitary Disease, Acromegaly, and Its 
Effect on Other Ductless Glands. (Lantern 
slides.) 

3. Goiter and Myxedema. (Lantern slides.) 


mew 


_ 
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Stanley H. Mentzer, M.D., 1009 Four Fifty Sutter 
Street, San Francisco. 
1. Treatment of Acute Cholecystitis. 
2. Cholecystectomy—Modifications in Technique. 
3. Etiology of Cholesterosis of the Gall Bladder. 


Philip H. Pierson, M. D., 1228 Medico-Dental Build- 
ing, 490 Post Street, San Francisco. 

1. The Present Status of the Treatment of Pulmo- 
nary Tuberculosis, Including the Indications 
for Surgery. 

2. The Use of Tuberculin in the Diagnosis and 
Treatment of Extrapulmonary, as_ well as 
Pulmonary Tuberculosis. 

3. Pulmonary Abscess and _ Bronchiectasis. Re- 
marks on the Etiology, Diagnosis, and Treat- 
ment of Pulmonary Infections, Including 
Acute and Chronic Diseases. 


George Piness, M. D., and Hyman Miller, M. D., 608 
Medical Office Building, 1136 West Sixth 
Street, Los Angeles. 

Allergy and the General Practitioner. 

Respiratory Allergy. 

Skin Allergy. 

. Abdominal Allergy. 


D. Schuyler Pulford, M. D., Woodland Clinic, Wood- 


land. 


Beno 


The Ketogenic Diet Treatment of Epilepsy. 

Diseases of the Thyroid. 

Fresh Tissue Pathology and the Grading of Neo- 
plasms. 


J. Marion Read, M. D., 1530 Medico-Dental Building, 
490 Post Street, San Francisco. 
1. Some Physiologic Aspects of Blood Pressure. 
2. A Summary of Our Present Knowledge of Thy- 
roid Disease. 
Francis H. Redewill, M. D., 522 Flood Building, 870 
Market Street, San Francisco. 
1. Modern Treatment of Gonorrhea. 
latest electrotherapeutic method, 
2. Tertiary Syphilis—A Modern Treatment Hasten- 
ing the Obtaining of a Negative Wassermann 
in Arsenic-Fast Cases. 
3. The Colon as Site of Focal Infection in Chronic 
Genito-Urinary Diseases. 
Alfred C. Reed, M.D., Union Square Building, 350 
Post Street, San Francisco. 
1. Amebic Infection. 
2. Cairo, Baghdad, and the Orient Medically. 
tern slides.) 
3. Tropical Medicine in California Practice. 
Esther Rosencrantz, M.D., San 
San Francisco. 


I. 
2; 
a 


Discussion of 


(Lan- 


Francisco Hospital, 


1. The Rollier Treatment in Surgical Tuberculosis. 
(Lantern slides.) 


‘Albert H. Rowe, M. D., 242 
1. Food Allergy. 
2. Allergy in the Etiology of Disease. 
3. Diabetes Mellitus—Its Method of Control. 


Moss Avenue, Oakland. 


John J. Sampson, M.D., 1530 Medico-Dental Build- 
ing, 490 Post Street, San Francisco. 
1. Values and Limitations of Technical Diagnostic 
Cardiac Methods. 
2. Relation of Heart Disease to the Financial Status 
of a Community. 
3. The Use of Barium and Other Inorganic Salts 
in the Treatment of Heart Disease. 


John Hunt Shephard, M. D., Medico-Dental Building, 
San Jose. 
1. Lesions of the Esophagus. 


2. Epithelioma of the Lip. 
3. Thyrotoxicosis. 
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H. Clare Shepardson, M.D., 204 Fitzhugh Building, 
384 Post Street, San Francisco. 
1. Treatment of Diabetic Coma. (Lantern slides.) 
2. Diabetic Surgery from a Medical Viewpoint. 
3. Arteriosclerosis in the Young Diabetic. 


Sydney Kinnear Smith, M.D., 230 Grand Avenue, 
Oakland. 

Psychiatry—What It Is. 

The General Practitioner and Psychiatry. 

3. Modern Trends in Mental Medicine. 


Albert Soiland, M. D., 1407 South Hope Street, Los 
Angeles. 
1. Observations of Uterine Cancer Treated by 
Radiation and Results During the Past Fifteen 
Years. 
Radium and Roentgen Therapy of Uterine Fibro- 
myomata. 
3. Electrocoagulation and Radiation in the Treat- 
ment of Skin Malignancies. 


Harry Spiro, M.D., 501 Flood Building, 870 Market 
Street, San Francisco, 
1. Angina Pectoris. 
2. Cardiac Irregularities—Diagnosis and Treatment. 
William E. Stevens, M. D., 602 Flood Building, 870 
Market Street, San Francisco. 
1. Urology in Women. 
2. Medical and Surgical Conditions of the Urinary 
Tract During Infancy and Childhood. 
3. Differential Diagnosis of Pathological Conditions 
of the Urinary Tract and Adjacent Organs. 


H. J. Templeton, M.D., and C. J. Lunsford, M. D., 
3115 Webster Street, Oakland. 

1. Cutaneous Malignancies—Their Treatment, Es- 
pecially by Electrothermic Methods. (Moving 
pictures and demonstrations of modalities 
used.) 

2. Ringworm of the Feet. (Lantern slides.) 

3. Cutaneous Manifestations of Syphilis. (Lantern 
slides.) 

E. B. Towne, M. D., 612 Union Square 
Post Street, San Francisco, 

1. Roentgen Ray in Diagnosis and Localization of 
Tumors of the Brain and Spinal Cord. (Lan- 
tern slides.) 

2. Treatment of Injuries of the 

Cord. (Lantern slides.) 

3. Surgery of the Peripheral and 
(Lantern slides.) 

H. L. Updegraff, M. D., 6777 Hollywood 


Hollywood. 


I. 
2 


2 


suilding, 350 


3rain and Spinal 


Cranial Nerves. 


Soulevard, 


1. Methods in Reconstructive Surgery. 
William C. Voorsanger, M.D., 1001 Medico-Dental 
Building, 490 Post Street, San Francisco. 
1. Results of Vaccine Therapy in Treatment of In- 


fectious Bronchitis and Asthma. 
2. Modern Treatment of Pulmonary Tuberculosis. 
3. Pulmonary Conditions Wrongly Diagnosed as 


Tuberculosis. 


Miley B. Wesson, M. D., 939 Medico-Dental Building, 
490 Post Street, San Francisco, 
1. Diseases of the Bladder—Differential 
and Treatment. (Lantern slides.) 
2. Confusing Pyelograms. (Lantern slides.) 
3. Diseases of the Prostate—Differential Diagnosis 
and Treatment, (Lantern slides.) 
Rodney A. Yoell, M.D., 317 Physicians 
516 Sutter Street, San Francisco. 
1. The Newer Physiology of the 


Diagnosis 


Zuilding, 


Siliary Tract in 


Relation to Surgery. (Lantern slides.) 

2. Atypical Distribution of Gall-Bladder Pain, (Lan- 
tern slides.) 

3. Clinical Concepts of Bile Salt Retention. (Lan- 


tern slides.) 
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NEVADA STATE MEDICAL 
ASSOCIATION 


W. A. SHAW 

R. P. ROANTREE, Elko 

H. W. SAWYER, Fallon 

E. E. HAMER, Carson City. 

HORACE J. BROWN 

R. P. ROANTREE, D. A. TURNER, 
S. K. MORRISON 


.. President 
..President-Elect 
First Vice-President 
Second Vice-President 
Secretary-Treasurer 


Trustees 


COMPONENT COUNTY SOCIETIES 
WASHOE COUNTY 

The Washoe County Medical Society met in the 
Nevada State Building on Tuesday evening, Septem- 
ber 9, with Doctor Hamer of Carson presiding. After 
the usual routine of business had been completed, 
Dr. Benjamin Jablons of New York City was intro- 
duced, and delivered a most excellent paper on the 
subject of “Diabetes Mellitus.” The following is an 
abstract of the paper: 

The mortality statistics for the fifth registration 
area of the United States show diabetes to be fifth 
in causation of deaths. Statistics indicate that diabetes 
is causing from two to two and one-half million deaths 
annually in the United States. 

Joslin and others who have studied the hereditary 
factors of diabetes assert that 20 per cent of the chil- 
dren of diabetics are likely to develop the disease and 
12 to 15 per cent of those in whose families diabetes 
occurs other than from immediate relatives. The 
seeming predilection for certain race groups is de- 
pendent on the tendency to overindulgence in fats and 
carbohydrates. 


Doctor Jablons discussed the pathologic physiology 
of diabetes, composition and chemical formula of in- 
sulin and its reaction to various deleterious agencies 
such as change of acidity and alkalinity. 

The more important functions of insulin, including 
its effects on blood, sugar content, its effect on glucose 
metabolism, the neutralization of acid poisoning, the 
storing of glycogen in liver and muscles, the part it 
plays in the production of energy, in producing an 
alkaline reserve in the blood, in forming fat and in- 
creasing its effect on adrenal, pituitary, thyroid and 
ovarian secretions were brought out. 

The result of toxic doses in producing edema of 
the brain and convulsions, and the overstimulation of 
the adrenal gland with consequent exhaustion was 
shown. 

Treatment of diabetes was discussed with special 
reference to the kidney threshold, differentiating from 
renal diabetes hyperglycemia and glucosemia, and 
true diabetes mellitus. The various factors which pro- 
duce hyperglycemia and the manner in which these 
differ from the true diabetes mellitus. The necessity 
of reducing doses of insulin in old people or in people 
in whom the liver glycogen has been exhausted 
through excessive activity of the body or thyroid 
poisoning. The methods of regulating diets to include 
necessary vitamins and balanced amounts of carbo- 
hydrates, fats, and proteins. Prophylactic treatment 
of hereditary diabetes and prevention of changes in 
the blood vessels as a result of overstimulation of the 
adrenal gland, and injudicious consumption of fat. 
Glucose tolerance tests, dietetic treatment, its impor- 
tance in regulating diabetes and in determining requi- 
site amount of insulin. Use of alkaline-forming foods 
to prevent acid poisoning. Essential minerals to be 
supplied, value and role in metabolism. The value of 
insulin substitutes given by mouth, and manner of 
function and danger associated with their use. Oral 
administration of insulin and difficulties connected 
with it were elaborated by the essayist. 
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The paper was comprehensive and scholarly. The 
discussion by members developed many practical 
points, 

Following the paper, Dr. J. L. Robinson spoke of 
the committee work on the proposed Community 
Hospital, and said that enough names had already 
been secured to place the proposition on the ballot at 
the coming general election. 

There were a number of visitors present, including 
a fair representation of university people. 

Four applications for membership were presented. 
Meeting adjourned. 

Tuomas W. Batu, Secretary. 
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J. U. GIESY, 701 Medical Arts Building, 
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President 
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OFFICIAL NOTICE 


Full reports of the state association meeting at Salt 
Lake City will appear in the next issue of CALIFORNIA 
AND WESTERN MEDICINE. 


COMPONENT COUNTY SOCIETIES 
OBITUARIES 


C. E. Dorlan, M. D. 
1880-1930 


Dr. C. E. Dorlan of Devil’s Slide, Utah, died Au- 
gust, 1930. Doctor Dorlan was a graduate of the 
Northwestern University of Chicago, Illinois, receiv- 
ing his degree from that institution in 1907. 

Immediately after graduation he came to Utah and 
located at Devil’s Slide. As surgeon for the Portland 
Cement Company of Utah and as a general practi- 
tioner, he has been engaged in the following of his 
profession in that locality ever since. 

His son is now a student at Northwestern. 

He is survived by his mother, a sister, his widow, 
and son, 


a 
“we 


Mark Brown, M. D. 
1884-1930 


Dr. Mark Brown, 46, of 853 Twenty-fourth Street, 
prominent Ogden physician and noted x-ray specialist, 
died of septicemia, following a gall-bladder operation. 

Doctor Brown was born in Ogden, April 17, 1884, 
the son of Mr. and Mrs. Richard T. Brown. He 
studied medicine at the University of Utah, gradu- 
ating with his M.D. degree from Columbia Uni- 
versity, New York, in 1912. After taking postgraduate 
and intern work in New York, he returned to Ogden, 
where he has been prominently connected with the 
medical profession. 

In 1921 Doctor Brown specialized in x-ray work, 
gaining a reputation in this field throughout the inter- 
mountain territory. 

Doctor Brown was married in 1917 to Miss Mary 
Wattis, who survives him. Other survivors are his 
mother, Mrs. W. J. Smith; a sister, Miss Minnie 
Moore Brown, and four children, Mary Patricia, 12; 
Helen Hope, 10; William Richard, 8, and Jane Brown, 
4, all of Ogden. 

Doctor Brown was the grandson of Dr. Jesse James 
Murphy, early Utah physician, who came to Salt Lake 
in 1869 from Georgia. 
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NEWS 


Visiting Appointment to Union Medical College, 
Peiping.—Dr. Emile Holman, professor of surgery in 
the Stanford University School of Medicine, San 
Francisco, has been granted leave of absence during 
the autumn quarter to serve as visiting professor of 
surgery in Peiping Union Medical College, Peiping, 
China. During August, Doctor Holman will visit 
Japan and give lectures and clinics at the Severance 
Union Medical College, Seoul, Korea. 





The Western Journal of Surgery and Surgical Spe- 
cialties—The editorial board takes pleasure in an- 
nouncing the early publication of The Western Journal 
of Surgery to replace The Medical Sentinel in the 
interest of the regional problems in the fields of sur- 
gery in all its branches—gynecology, obstetrics, and 
all matters pertaining thereto. This move is in re- 
sponse to an enthusiastic demand, and is the result 
of years of careful observation of regional conditions. 
The journal will be devoted to the interests of the 
individual physician in the promulgation of scientific 
learning and mutual confidence. 

Subscribers to The Medical Sentinel will receive the 
Western Journal of Surgery beginning with its first 
issue. 


Service Bureau.—Mr. Allen J. McCarthy, formerly 
business manager and chief of administrative service 
in several U. S. Army, U. S. Public Health Ser- 
vice, and U. S. Veterans’ Bureau hospitals in various 
parts of the country for the past twelve years and 
late superintendent of the Alameda Sanatorium, Ala- 
meda, has recently opened offices in the Wakefield 
Building, Oakland, under the title of “The Allen 
Hospital Bureau.” This bureau furnishes professional, 
technical and administrative personnel to hospitals, 
clinics, physicians, and dentists, together with a con- 
sulting service in hospital administration. 


MUCH IN LITTLE* 


Poor results make poor collections. 





Losses of inexperienced operators in the stock 
market are more easily recouped than the losses of 
inexperienced operators in the abdomen, 


The breaking up of adhesions in a stiff joint, under 
a general anesthetic, is a good guarantee of some per- 
manent disability. 


Hemorrhoids are often the price one pays for his 
ignorance of the art of defecation. Alternate pressure 
and relaxation allows proper anal dilatation. 





* Members of the California, Nevada, and Utah Medical 
Associations are invited to contribute to this column of 
aphorisms, which will appear from time to time in Cali- 
— and Western Medicine, as sufficient copy accumu- 
ates. 


The aphorisms in the September and October issues 


were contributed by John Hunt Shephard, M. D., San José. 
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DEPARTMENT OF PUBLIC 
HEALTH 


By W. M. Dick, Director 


Epidemic Poliomyelitis Less Prevalent.—The epi- 
demic of acute anterior poliomyelitis which has pre- 
vailed during the present summer is now subsiding 
rapidly. Since the middle of July, when the disease 
reached peak in its prevalence, the number of cases 
reported has decreased by 47 per cent. There were 
but fifty-two cases reported during the week ending 
August 16. Since the beginning of the year a total of 
880 cases of the disease have occurred in California. 
Of these, 785 were reported from the eight counties 
of southern California. The remaining ninety-five 
cases were reported from twenty-two other counties 
of the state. No cases of poliomyelitis have been re- 
ported this year from twenty-eight counties of Cali- 
fornia. Any further rise in the prevalence of the dis- 
ease this year is unlooked for, and it now appears that 
the number of reported cases will continue to diminish 
each week. 

Information relative to the number of deaths that 
may have occurred and the number of cases in which 
there are resultant paralyses is not available at the 
present time. It would appear, however, that rela- 
tively few deaths have occurred and relatively few 
cases of paralysis have been left in the wake of the 
epidemic. 

Population and Death Rates.—The remarkable in- 
crease in the population of California as revealed in 
figures released by the United States Bureau of the 
Census is an important factor in lowering the death 
rates for the various causes of death. Standard mor- 
tality rates are based upon the numbers of deaths 
that occur in every 100,000 of the population. Esti- 
mates of population at mid-year are based upon the 
rate of increase during the ten years that intervene 
between the 1920 and 1930 census. Since the state 
grew from 3,426,000 in 1920 to 5,672,000 in 1930, the 
estimates of population during the intervening years 
are made much higher. Instead of having a typhoid 
fever death rate of 2.3 per 100,000 population, as 
under the old estimate of population, at mid-year, the 
typhoid fever death rate for 1929 was 1.7 per 100,000 
population, as based upon the computed increase. 
With tuberculosis, instead of a mortality rate of 139 
per 100,000 population, the new computations give the 
state a rate of 106.3 per 100,000 population for this 
disease. Similar figures give California added prestige 
in the accomplishments that have been made in the 
control of the various communicable diseases. The 
new mortality rates as based on the new estimates of 
population, now available, place California in the van 
as one of the most healthful states in the Union. 


Condemnation of Off-Grade Walnut Meats.—Dur- 
ing the season 1929-1930, a total of 1,594,263 pounds 
of off-grade walnut meats were condemned by the 
Bureau of Food and Drugs. These products were 
sent to oil mills, where they were converted into 
edible oil products. Inspectors of the Bureau of Food 
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and Drugs visited nut-cracking establishments, whole- 
sale candy factories and wholesale bakeries, as well 
as cold-storage plants. The off-grade products, which 
consist of walnut meats that were mouldy, rancid, or 
infested with worms, were placed in sacks and quar- 
antined, The removal of these faulty products from 
the market and their conversion into products suit- 
able for human consumption is of benefit to the con- 
suming public. The United States Department of 
Agriculture and the State Department of Agriculture 
cooperated with the State Department of Public 
Health in making this survey. 


Examination of Entering School Children.—The 
annual summer round-up of children who will enter 
school for the first time was completed during the 
summer months. Nearly eight thousand children were 
given physical examinations under the auspices of the 
Zureau of Child Hygiene of the State Department of 
Public Health and the California Congress of Parents 
and Teachers. These examinations were made in 
thirty-eight counties of the state. Recommendations 
were made for the correction of physical defects that 
were discovered by the examining physicians. The 
removal of such defects is of vital importance, not 
only to the health and education of the individual chil- 
dren, but it value in the conservation of 
school moneys, for school appropriations are based 
upon average daily attendance. 


is also of 


Beginnings of Vital Statistics in California Counties. 
During recent years there has been a larger demand 
for copies of birth certificates for events of births 
which occurred prior to July 1905, when the State 
Vital Statistics Act went into effect. The increase in 
travel to European countries has provided a stimulus 
which has resulted in many requests for certificates 
of births which occurred prior to state registration. 
Applicants for such certificates must, of necessity, be 
referred to the recorders of the counties in which they 
may have been born. In various counties the State 
Department of Public Health has gathered informa- 
tion pertaining to registration from each of the county 


recorders of the state. It has been found that mar- 
riage records have been kept most faithfully from 
the earliest times. Deaths have been registered in 


rather desultory fashion and records of births in many 
counties are totally incomplete. It is interesting to 
note that registration of marriages began in Sonoma 


County in 1846, four years before the state govern- 
ment was organized. These marriage records were 
made under the old Bear Flag government, which 


flourished in Sonoma County in the early days. Many 
of the counties have marriage records which date 
back to the early fifties. This pertains especially to 
the mountain counties in the old mining districts and 
to other counties which were organized early in the 
history of California. 

No birth or marriage records for San Francisco are 
available for the period prior to April 18, 1906, as all 
these records were destroyed in the San Francisco 
conflagration of that date. A few of the San Fran- 
cisco death certificates were saved from the fire, most 
of these being lated in the early sixties and seventies. 


Marriage Decline in 1930.—The total number of 
marriages performed in California during the first six 
months of the present year is seventy-four short of 
the total number performed during the first six 
months of 1929. The total for the first half of the 
year 1929 was 24,076 and for the corresponding period 
of 1930 it was 24,002. 
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TWENTY-FIVE YEARS AGO * 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. III, No. 10, October 1905 


From some editorial notes: 


McCormack on Organization—During the 


month of October, Dr. J. N. McCormack of 
Green, 


present 
Sowling 
Kentucky, is to visit California and address 
the physicians of our state on the subject of organi- 
zation and what it means to the community and to 
the physician. 

. Now it remains for us to take the next step— 
to perfect that organization and to make it more and 
more useful, not alone to the profession itself, but to 
the laymen whom we serve. It is largely to help us 
take this step that Doctor McCormack is coming to 
visit us. 


New Orleans Death Rate—The New Orleans Medical 
and Surgical Journal for September presents some 
very interesting figures on the relative number of 
cases and deaths from yellow fever during the present 
and previous epidemics. 

Use the Office—The secretary desires to call the at- 
tention of members to the fact that the office of the 
society, in the Y. M. C. A. building, San Francisco, 
could possibly be of service more often than it is, if 
they would but use it as a sort of “clearing house.” 
For instance, it very frequently happens that nurses 
desiring hospital appointments, or general work, apply 
to the secretary; we have noted two or 
stenographers who are perfectly competent to take 
medical dictation. Physicians desiring to go away for 
a time and who have no one at hand to take care of 
their work, could often be placed in communication 
with men who would be glad of the change and who 
would like the opportunity of thus substituting for 
the absentee. 


also three 


“Patent” and Secret Proprietary Medicines. — The 
CALIFORNIA STATE JOURNAL OF MEDICINE wishes to con- 
gratulate the Jounnal of the American Medical Asso- 
ciation on this frank expression regarding certain un- 
desirable advertisements which appear in its pages; 
this attitude disarms criticism. It is only to be re- 
gretted that such a statement as this was not made 
a year ago, in which case we would have been spared 
the necessity of making unpleasantly critical remarks. 
We are particularly glad to note the public announce- 
ment that the objectionable advertisements 
dropped from the journal’s 
expire. 


will be 


pages as the contracts 


From the “President’s Address at the Third Annual 
Meeting of the Pacific Association of Railway Surgeons” 
by N. H. Morrison, M.D., Los Angeles. 

.. There are two or three important points to 
which I desire to call your attention. One is “Drink- 
ing Water.” All water at division points, where men 
are working, should be carefully examined by a bac- 
teriologist, and if found impregnated with germs 
should be sterilized before using for drinking pur- 
PORES...» 


From an article on “Early Operation of Gall-Stone 
Disease” by Emmet Rixford, M.D., San Francisco. 

The surgical treatment of gall-stone disease is a 
subject so extensive and one whose literature is so 
vast that it is a sheer impossibility to make an ade- 
quate presentation of it in a single paper. 





* This column strives to mirror the work and aims of 
colleagues who bore the brunt of state society work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and recent members. 
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From an article on “The Surgical Treatment of Pan- 
creatic Complications in Gall-Stone Disease” by Andrew 
Stewart Lobingier, M.D., Los Angeles. 


As early as 1892 Mr. Mayo Robson had observed 
the frequency with which gall stones in the chole- 
dochus were associated with enlargement of the head 
of the pancreas. 


From an article on “A More Simple Technic in Herni- 
otomy” by O. O, Witherbee, M.D., Los Angeles. 

The radical cure of inguinal hernia has been the 
subject of perhaps as many essays as that of any pro- 
cedure in the entire category of surgery. The reason 
is not that success has failed to attend the efforts of 
the modern surgeon in his endeavor to effect a cure, 
nor is it the result of variable complications arising 
in individual cases. 


From an article on “The Hopes, Disappointments and 
Successes of the State Board of Health” by N. K. Foster, 
M.D., Sacramento, Secretary. 

The State Board of Health of California was organ- 
ized in the early seventies, and was the third in the 
United States. Since then the basic idea of the neces- 
sity for such a board has materially changed in con- 
formity with the progress of sanitary science. The 
idea at that time was that the board should be 
advisory, and it was given certain duties, but no 
powers. 


From an article on “Chronic Suppuration of the Middle 
Ear in Relation to the Whole Number of Ear Affections, 
with Special Reference to the Operative Cases” by Cullen 
F. Welty, M.D., San Francisco. 


Chronic suppuration of the middle ear is so impor 


tant that | wish, 

First, to establish the proportion that exists be- 
tween this affection and the whole number of ear 
affections. 

From an article on “The Misuse of Atropine in Eye 


Diseases” by Louis C. Deane, M. D., San Francisco. 


The last score of years has seen the advent of a 
number of new mydriatics, yet with all, the part 
which atropine plays in the realm of eye diseases has 
hardly, if ever, been attacked. . . 


From medical society reports: 


Alameda County Society—TVhe Alameda County So- 
ciety held its regular monthly meeting on August 21. 
No scientific papers were read, but the evening was 
spent in a discussion of plans for the purchase or con- 
struction of a permanent home for the society, a 
building which will be adapted to all its needs, both 
scientific and social, and which will belong to the 
society itself. 


Solano County—The physicians of Solano County, 
in the latter part of July, met and began preliminary 
work of organization. On August 31 another meeting 
was held and final organization of the Solano County 
Medical Society was effected. . . 


News item: 


Marriage of Dr. H, E. Alderson—Dr. H. E. Alder- 


son, secretary of the San Francisco County Medical 
Society, married Miss Cordelia Church Bishop on the 
26th of September at the First Congregational Church 
in Oakland. 
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CALIFORNIA BOARD OF 
MEDICAL EXAMINERS 


By CHARLES B. PINKHAM, M. D. 
Secretary of the Board 


News Items, October 1930 


RESULTS OF LOS ANGELES EXAMINATION 
JULY 15 TO 17, 1930 





» . 
PASSED iii Per 
School Graduation Cent 

Cornell 85 8/9 
Harvard 84 3/9 
Harvard 87 7/9, 82 7/9 
Northwestern 77 
Northwestern 82 7/9, 80 1/9 
Rush (1929) 82 4/9 
Rush (1930) 84 5/9, 79 3/9, 


81, 79 8/9 

81 5/9 
78 5/9, 79 4/9 
80 3/9, 80 8/9 


(1930) 
(1929) 
(1930) 


Loyola 
College of Medical 
College of Medical 


Mvangelists 
Evangelists 


83 1/9, 83 4/9, 78 3/9, 72 2/9, 83 8/9 
82 3/9, 77 1/9, 80 4/9, 83.1/9, 86 1/9 
85 5/9, 86, 78 8/9, 85 3/9 





80 8/9, 86 
$1 8/9, 79; 
80 4/9, 


/9, 82 8/9 
9, 83 2/9, 
80 6/9, 82 6/9 
(1930) 
(1929) 
(1930) 





848 80 7/9 
77 5 


’ 
’ 

’ 

’ 
, 





Stanford 
Tufts 
University of 


84 8/9 
80 4/9, 86, 
79 3/9, 82 6/9 


California 


University of Glasgow (1890) 75 1/9 
University of lowa (1928) 87 6/9 
University of Nebraska (1930) 83 1/9 


University of Oregon 


s 


(1929) 84 4/9, 76 3/9 


FAILED 


Charles University of Prague (1921) 73 5/9 
College of Physicians & Surgeons, 

Boston (1916) 71 3/9 
Creighton (1930) 71 
College of Medical Evangelists (1930) 70 2/9, 72 8/9 
Fort Worth School of Medicine (1910) 69 3/9 
University of Cincinnati (1930) 74 4/9 
University of Illinois (1930) 73 7/9 
University of Nebraska (1928) 70 5/9 
University of Vienna (1926) 76 4/9 
University of Vienna (1928) 73 6/9 


RESULTS OF SAN FRANCISCO EXAMINATION 
JULY 8 TO 10, 1930 


PASSED ; , 
; Year of Per 
School Graduation Cent 
Albertus University, Germany (1926) 771/9 


Evangelists (1929) 80 7/9 
Evangelists (1930) 81 3/9, 85 2/9 
81 9/10, 81 7/9, 82 4/9, 79 5/9, 90 5/9 
76 1/9 

85 7/9, 86 7/9 


78 4/9, 88 5/9 


College of Medical 
College of Medical , 
Creighton 
Creighton 


University 
University 





Johns Hopkins (1929) 76 5/9 
Loyola University (1930) 81 3/9 
Marquette (1930) 82 6/9 
Northwestern University (1929) 85 3/9 


, 
Northwestern University 81 2/9, 82 4/9 


79 6/9 


(1930) 


Royal College of Physicians & Sur- 
geons, England (1930) 86 3/9 
Rush Medical College (1925) 81 
Rush Medical College (1930) 76 6/9, 88 
84 7/9, 84, 82 4/9 
Stanford (1930) 86 5/9, 83 3/9, 
85 4/9, 83 8/9, 764/9, 79 5/9, 83.1/9, 
78 1/9, 85 5/9, 81 6/9, 80 4/9, 85 3/9, 
86 8/9, 87, 868/9, 85 2/9, 83 1/9, 
75 1/9, 79 1/9, 84 1/9, 89 4/9, 81 5/9, 
80 7/9, 85 3/9, 81 7/9, 87 7/9, 88 6/9, 
86 1/9 
University of California (1930) 77 8/9, 829/10 
87, 98 2/9, 83 3/9, 826/9, 81 2/9, 
81 3/9, 80, 853/9, 8077/9, 81 6/9, 


82 6/9, 83 3/9, 78 1/9, 82 4/9, 86 2/9 












84 4/9, 85, 83, 84 3/9, 82 5/9, 81 3/9, 
81, 89, 82 9, 8611/9, 85 8/9, 88 4/9, 
80, § 87 8/9, 83 7/9, 84, 87 5/9, 
85 1/9, 83, 78 », 83 2/9, 843/9, 
81 3/9, 85 1/9 
University of Guadalajara, Mexico....(1923) 76 3/9 
University of Ilinois (1924) 74 4/9 
University of Illinois (1926) 78 3/9 
University of Illinois (1930) 78 6/9 
University of Louisville (1929) 79 
University of Minnesota (1930) 79 3/9 
University of Nebraska (1929) 84 8/9 
University of Nebraska (1930) 82 1/9, 83 6/9 
University of Oregon (1929) 80 5/9, 77 7/9 
University of Oregon (1930) 87 6/9 
University of Pennsylvania (1929) 89 8/9 
University of Toronto, Canada (1903) 76 
Washington University (1929) 82 6/9 





Washington University 


(1930) 79 5/9 
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FAILED 
College of Medical aeages a (1930) 73 3/9 
McGill University ..... ae seeeeeeeee (1930) 74 6/10 
Northwestern Unive rsity | aa ..-(1930) 73 8/9 
University of Guadalajara, Me xico... .(1921) 66 8/9 
University of Minnesota ........................ (1930) 71 
University of Oregon. .................-..----s0----(1929) 73 
University of Wurzburg, Germany....(1898) 66 7/10 
Washington University ........................(1930) 73 5/10 


Willows and Orland people with incurable diseases 
who have been on the way to “recovery”? under the 
care of W. J. Conway, Chico Indian medicine man, 
will have to wait for a time for further treatments, 
as Conway was arrested last Friday by J. W. David- 
son, special agent for the State Board of Medical Ex- 
aminers, on a charge of practicing medicine without 
a license. Conway, whom Davidson claims has no 
medical education whatsoever, nor any other kind of 
education, has been the mecca of the sick of the 
valley for a number of months, his headquarters in 
the Indian village north of Chico being crowded daily 
with the lame, the halt, and the blind . . . (Willows 
Journal, September 9, 1930). 


On August 12, 1930, following a two-day hearing, 
Superior Judge Robert B. Lambert of Los Angeles 
denied the petition of Dr. Maximilian Leopold Herzig 
for a writ of mandate to compel the California Board 
of Medical Examiners to issue him a physician’s and 
surgeon’s reciprocity license based on his Nevada 
credentials, Doctor Herzig will be recalled as one 
of the incorporators and president of the “United 
States National Medical University. . . College of 
Physicians and Surgeons,” a paper corporation with 
headquarters said to have been located over a San 
Francisco grocery store and which was brought to an 
early demise through activities of the Board of Medi- 
cal Examiners of this state. Doctor Herzig’s 1920 and 
1923 reciprocity applications, based on a Nevada cer- 
tificate, were denied on the grounds of unsatisfactory 
evidence of medical training. His medical training 
was evidenced by the following: 

1. A 1913 “ad eundem” degree from the National 
Medical University of Chicago which has been re- 
ferred to as a “sundown” institution and which was 
formally disapproved by a vote of the Illinois medical 
licensing body, effective June 30, 1909. 

2. A medical diploma from the St. Louis College 
of Physicians and Surgeons dated February 3, 1919. 
Verification of credentials of this school, so inter- 
woven in the diploma mill scandal of 1922-24 as to 
cause the State of Missouri to revoke its charter, has 
been impossible. This school, following a 1924 re- 
port on its diploma mill activities, was disapproved as 
qualifying applicants for a license to practice in Cali- 
fornia. 

In September 1929, Doctor Herzig filed his third 
reciprocity application based on a 1925 diploma from 
the Royal University of Naples, Italy (where he 
claimed attendance for one year), and a second Ne- 
vada license issued in 1925. His application was again 
denied, based on unsatisfactory evidence of medical 
education. He then filed his petition for a writ of 
mandate. 

Investigation disclosed that the Royal University 
of Naples had given Doctor Herzig senior standing 
on his credentials from the National Medical Uni- 
versity of Chicago and from the St. Louis College of 
Physicians and Surgeons, the Royal University of 
Naples relating that Doctor Herzig exhibited a medi- 
cal diploma from the University of Lausanne; how- 
ever, in no application filed by Doctor Herzig either 
in California or Nevada nor in any correspondence 
had with him did he make mention of any such 
diploma. 


Dr. Samuel D, Cotterell, well known race physician, 
was, on Tuesday, July 29, sentenced to serve a short 
time in the county jail for giving and issuing a nar- 
cotic prescription to one Ansel Bartlett, a police 
“stool pigeon”... (Los Angeles Pacific Defender, 
August 7, 1930). 
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Dr. W. C. Hoyt, Gridley physician, was detained 
yesterday by Gridley police on an insanity complaint 
after allegedly threatening the life of Mrs. Hoyt and 
others. He was taken to the Butte County jail and 
will be held for investigation. Doctor Hoyt has been 
hailed into the Gridley courts on several occasions. 
In July he was twice arrested in one day on charges 
of intoxication and disorderly conduct, and gained 
release from prosecution when relatives agreed to 
take him to a San.Francisco sanitarium for treatment. 
He returned to Gridley several days ago (Oakland 
Tribune, August 9, 1930). 

William D. Allen took che urge of the federal nar- 
cotic office here yesterday, succeeding Harry V. Wil- 
liamson, who has been transferred to Kansas City, 
Missouri (San Francisco Examiner, September 16, 


1930). 


According to reports, - J. Brooks on August 27 
pleaded guilty in the Justice Court of San Fernando 
Township to a violation of the medical practice act, 
and was sentenced to serve sixty days in the county 
jail, said sentence being suspended on condition of no 
further violation of the medical practice act. 

Special Agent Davidson reported that on September 
5, Ah Mow Chang of the Chang Hai Herb Company, 
Chico, was arrested on a charge of violation of the 
medical practice act. 

On August 28, H. Lynn Staley pleaded guilty in 
the courts of Los Angeles to violation of the medical 
practice act, and was sentenced to thirty days in the 
city jail, sentence being suspended on condition that 
the defendant discontinue further violation. 


The license of John R. Brinkley, “goat gland special- 
ist,” who attracted a large clientele in San Francisco 
a few years ago, has been revoked in Topeka, Kansas, 
according to an Associated Press dispatch received 
here yesterday. He was accused of gross immorality. 
Doctor Brinkley’s gland operations here caused a sen- 
sation. Later, he was charged with operating a di- 
ploma “mill” (San Francisco Examiner, Thursday, 
September 18, 1930). 


MEMBERSHIP 
AND ORG ANIZ ATION 


The population onie an counties as given below, 
and which are also referred to in an editorial in this 
issue, were secured by the editor from a bulletin of 
August 14, 1930, issued by the Bureau of the Census, 
Department of Commerce, Washington. 

California has fifty-eight counties and in fifteen 
counties no county medical society exists, either as 
a separate entity or as a union society with one or 
more other counties. The editor has italicized such 
counties, When a county is represented in a conjoint 
county medical unit the names of the associated coun- 
ties have been indicated in parenthesis. 

The editor obtained the figures of total number of 
licentiates in each county, and the total number of 
members in county societies, from the 1930 directories 
of the Board of Medical Examiners of the State of 
California, and of the California Medical Association. 
In counties where no county societies exist, member- 
ship as shown means such resident physicians hold 
membership in some adjacent county medical society. 
The editor has also had his office calculate the ap- 
proximate percentage increases or decreases in mem- 
bership. These percentages for civil population and 
for California Medical Association membership should 
provide interesting facts for consideration by Cali- 
fornia Medical Association members and officers who 
are interested in efficient organization. 

These county tabulations by population and by 
California Medical Association membership assume 
additional interest when a comparison is made with 
the lists of Californa senatorial and assembly dis- 
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tricts as printed in the September issue of CALIFORNIA 
AND WESTERN MeEpIcINE, page 694, and with the make- 
up of the House of Delegates of the California Medi- 
cal Association, as printed in the April 1930 issue, 
page 269. 

For further comparison, some figures from the 
Journal of the American Medical Association of May 
1930, page 1577, are also appended and these show the 








1.—As Regards Population 


County 1930 1920 Number Pe 





MISCELLANY 767 


Table Giving California Population and California Medical Association Membership Statistics 


Increase, 1920-1930* | Licentiates in in in in Incr. or 










extent to which members of the California Medical 
Association are identified with the national organi- 
zation, the American Medical Association, both as 
regards American Medical Association “membership” 
and as to American Medical Association “fellowship.” 
The total number of Journal of the American Medical 
Association subscribers and the total number of phy- 
sicians in California are also given. 





2.—As Regards California Medical Association 


Percentage 
Memb. Memb. Incr. Decr. Memb. 


rCent /|California 1921 1930 Memb. Memb. Decr. 



















State total ...... 5,672,009 3,426,861 2,245,148 
By counties: 
Alameda . 475,178 344,177 131,001 
Alpine (N.C. S.)*.. 236 243 -7 
Amador (N.C. S.).. 8,494 7,793 701 
Butte = 34,010 30,030 3,980 
Calaveras 6,009 6,183 —174 
Colusa 10,257 9,290 967 

(Yolo-Colusa) 

Contra Costa. .......... 78,554 53,889 24,665 
Del Norte (N.C.S.) 4,734 2,759 1,975 
Eldorado (N.C.S.) 8,311 6,426 1,885 
Fresno ‘ 144,369 128,779 15,590 














Glenn .. 10,935 11,853 -918 
Humboldt 43,189 37,413 5,776 
Imperial ...... 60,894 43,453 17,441 
Inyo (N.C. 8.) 6,604 7,031 —427 

ae ‘ 5 d 27,376 

























Kings (N.C. S.).... 3,244 
Lake (N.C. 8S.) 7,166 5,402 1,764 
Lassen . ' 12,587 8,507 4,080 
(Lassen-Plumas) 
Los Angeles ............ 41,233,561 576,673 656,888 
Madera (N.C. 8.) 17,152 12,203 4,949 
Marin . ; A 41,635 27,342 14,293 
Mariposa (N.C.S8.) 2,530 2,775 —245 
Mendocine aeuicaes . 23,491 24,116 —625 
Merced .... 36,900 24,579 12,321 
Modoc (N.C. 8.).... 8,038 5,425 2,613 


















Mono (N.C. S.).. 1,355 395 
Monterey .......... 53,668 27,980 25,688 
Napa ..... occa 22,832 20,678 2,154 
Nevada (N.C. 8.).. 10,597 10,850 —25% 
Orange ... cenunece . 61,375 57,236 
Placer . : 24,442 18,584 5,858 
Plumas 7,909 5,681 2,228 
(Lassen-Plumas) 
BRIVOPBIGS «.....00cc0cccceces 82,266 50,297 31,969 
Sacramento 141,915 91,029 50,886 
San Benito ... 11,310 8,995 2,315 















San Bernardino .... 133,878 73,401 60,477 
San Diego .... 209,477 112,248 97,229 
San Francisco $637,212 506,676 130,536 
San Joaquin. ....... 102,805 79,905 22,900 
San Luis Obispo . 29,617 21,893 7,724 



















San Mateo ........ ; 77,135 40,354 
Santa Barbara . 65,075 41,097 23,978 
Santa Clara ....... 144,921 100,676 44,245 
Santa Cruz ... 37,405 26,269 11,136 
PE dassiraveniie 7 13,925 13,361 564 
Sierra (N.C.S.)... 2,419 1,783 636 
Siskiyou ; 25,505 18,545 6,960 
Solano .... 40,831 40,602 229 
Sonoma . 62,248 52,090 10,158 
Stanislaus , 56,263 43,557 12,706 





















Sutter . 14,618 10,115 4,503 
(Yuba-Sutter) 
I ise vaeseenennescces 13,839 12,882 957 
Trinity (N.C. S.).. 2,811 2,551 260 
I gcccinsnsaoscecastores 77,465 59,031 18,434 
Tuolumne ....... y 9,235 7,768 1,467 
Ventura 54,577 28,724 25,853 
Yolo (Yolo-Colusa) 23,618 17,105 6,513 
Yuba ‘ 11,327 10,375 952 










(Yuba-Sutter) 





eighth, Mono, Inyo. 


*N.C.S. is legend used to mean ‘‘No County Society in this County.’’ f Revised announcement. 

Hyphenated County names in parenthesis indicate union county medical societies now existing. 

State Senatorial districts consisting of more than one county are as follows: First, Modoc, Lassen, Plumas; Second, 
Del Norte, Siskiyou; Fourth, Mendocino, Lake; Fifth, Trinity, Shasta; Seventh, Sierra, Nevada, Placer; Highth, 
Tehama, Glenn, Colusa; Ninth, El Dorado, Amador, Alpine; Tenth, Yuba, Sutter; Hleventh, Napa, Yolo; Twenty- 
fourth, Merced, Madera ; Twenty-fifth, Monterey, San Benito; Twenty-sizth, Tuolumne, Mariposa, Calaveras; Twenty- 





38.1 705 291 404 +113 +38.8% 
2.9 
9.0 7 
13.% 29 19 18 -1 -5.2% 
-2.8 9 
10.4 6 
45.8 61 40 37 -3 -7.5% 
71.6 3 
29.3 4 
12.1 133 114 103 -11 -9.6% 





-1.7 14 3 7 -6 —4.6% 
15.4 42 23 36 +13 +56.5% 
40.1 34 21 22 +1 +4.7% 
-6.1 6 


63 39 48 g + 23.0% 





32.7 13 

48.0 8 6 14 +8 +133.3% 
113.9 3678 1098 1759 +661 160.2% 

40.6 15 

52.3 34 16 19 +3 418.7% 

-8.8 2 

-2.6 22 20 15 -5 ~25.0% 

50.1 23 19 20 +1 +5.2% 

48.2 9 






: 1 
91.8 51 


23 28 15 +21.7% 
10.4 39 15 25 +10 + 66.6% 
—2.3 10 

93.3 137 57 86 +29 +50.8% 
31.5 33 25 26 it +4.0% 
39.2 7 

63.6 85 45 48 +3 +6.6% 
55.9 159 92 125 +33 +35.8% 
25.7 14 1 7 +6 +600.0% 















82.4 155 69 106 +37 +53.6% 
86.6 380 150 217 +67 +44.6% 
25.8 1509 735 913 +178 +24.2% 
28.7 106 15 83 +8 +10.6% 
35.3 32 21 15 -6 -28.5% 









109.7 56 14 29 +15 +107.1% 
58.3 103 54 74 +20 +37.0% 
43.9 233 104 142 +38 +36.5% 
42.4 49 26 30 +4 +15.3% 

4.2 10 16 9 -7 —43.7% 
35.7 2 
37.5 22 16 15 ~l 6.2% 
0.6 42 15 17 +3 +13.3% 
19.5 64 42 45 +3 +7.1% 
29.2 50 38 39 +1 +2.6% 





44.5 6 
7.4 15 8 11 +3 +37.5% 
10.2 1 
31.2 66 35 36 +1 +2.8% 
18.9 11 6 6 
90.0 55 14 29 +15 +107.1% 
38.1 25 21 25 +4 +19.0% 
9.2 16 9 13 +4 +44.4% 
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Some American Medical Association and California 
Medical Association Statistics 


TasLe 1.—Organization of Constituent State Associations 


Number of counties in California 58 
Number component societies in California 40 
Number of Counties in California not organized 15 
Number of Physicians in California (eleventh Amert- 

can Medical Association Directory) 9,421 
Number of members in California Medical Associa- 

tion 4,959 
Number of American Medical Association Fellows 

in California 3,849 

a ee 


TABLE 2.—A pproximate Count of Fellows and Subscribers 
on “Journal of the American Medical Association” 
Mailing List, January 1, 1930 


Subscribers who are ‘“‘Fellows of American Medical 


Association” 3,640 

‘“‘Non-Fellow” subscribers 2,511 

Total subscribers in California 6,151 
* * * 


Taste 3.—California Physicians Receiving the “Journal 
of the American Medical Association” 


Total number California physicians receiving 


“Journal American Medical Association” 6,151 
Total physicians in California (eleventh American 
Medical Association Directory) 9,421 


Approximate percentage licensed California phy- 
sicians receiving “Journal American Medical ; 
Association” 65% 


a 


Population of Principal Cities of California as 
Compiled by U. S. Bureau of the Census 


Increase, 1920-1930* 


























Per 
City 1930 1920 Number Cent 
Alameda 28,806 5,586 19.4 
Alhambra 729,551 9,096 20,455 224.9 
Anaheim 10,817 j 5,291 95.7 
Bakersfield 26,179 7,541 40.5 
Berkeley $1,543 56,036 25,507 45.5 
Beverly Hills 17,428 674 16,754 585.8 
Brawley 10,437 5,389 5,048 93.7 
Burbank 16,429 2,913 13,516 464.0 
sjurlingame 13,055 4,107 8,948 217.9 
Compton 12,291 1,478 10,813 731.6 
Eureka 15,748 12,923 2,825 21.9 
Fresno 52,558 45,086 7,472 16.6 
Fullerton 10,820 4,415 6,405 145.1 
Glendale 62,607 13,536 49,071 362.5 
Huntington Park 24,575 4,513 20,062 444.5 
Inglewood 19,605 3,286 16,319 496.6 
Long Beach 4 55,593 9,935 154.6 
Los Angeles ; 576,673 656,888 113.9 
Modesto 9,241 4,606 49.8 
Monrovia 5,480 5,400 98.5 
Oakland 216,261 67,952 31.4 
Ontario 7,280 86.4 
Palo Alto 5,900 131.1 
Pasadena 45,354 67.3 
Pomona 13,505 7,190 53.2 
Redlands 9,571 4,559 47.6 
Richmond 16,843 3,102 18.4 
Riverside 19,341 1,313 5 
Sacramento 65,908 27,777 i. 
Salinas 4,308 5,952 2 
San Bernardino q 5a 18,721 18,519 98.9 
San Diego 147,897 74,683 73,214 98.0 
San Francisco $637,212 506,676 130,536 25.8 
San Jose 57,547 39,642 17,905 45.2 
San Leandro 11,315 5,703 5,612 98.4 
San Mateo . 13,439 5,979 7,460 124.8 
Santa Ana 30,166 15,485 14,681 94.8 
Santa Barbara 33,544 19,441 14,103 72.5 
Santa Cruz 14,389 10,917 3,472 31.8 
Santa Monica .. 36,993 15,252 21,741 142.5 
South Gatet 19,501 7 
South Pasadena 7,652 6,072 79.4 
Stockton 40,296 7,655 19.0 
Vallejo 16,845 —2,460 -14.6 
Ventura 4,342 7,090 163.3 
Whittier 7,997 6,811 85.2 


*A minus sign (-—) denotes decrease. 
t Revised announcement. 
t Incorporated since 1920. 
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MEDICAL SCHOOL 
LEGISLATION 


ANATOMY ACT OF CALIFORNIA* 
This act, as amended in 1929, reads as follows: 


The people of the State of California do enact as 
follows: 


Section 1. It shall be the duty of every sheriff, 
coroner, keeper of a county poorhouse or reforma- 
tory, public hospital or asylum, county jail, state 
prison, or city or county undertaker, or any and all 
state, county, town and city officers having pos- 
session, charge or control of bodies to be buried at 
public expense, or the legally constituted representa- 
tives of any or all of these, to use diligence to notify 
the relatives of the deceased and in the absence of a 
claimant, who will assume the cost of burial at pri- 
vate expense, to notify by telegraph collect, immedi- 
ately after the lapse of twenty-four hours after death, 
the state board of health or the duly authorized agent 
of the same, stating, whenever possible, the name, 
age, sex and cause of death of any person or persons 
required to be buried at public expense. 

Sec. 2. It is hereby made unlawfui for any person 
or persons, except those specifically authorized by 
law, to hold a postmortem examination on the body 
of the unclaimed dead without the express permission 
of the secretary of the state board of health or the 
duly authorized agent of the same. 

Sec. 3. The unclaimed dead retained by the state 
board of health for educational purposes within the 
state shall be embalmed according to directions, and 
disposed of subject only to the instructions of the 
said board; provided, however, that such unclaimed 
dead shall be held for a period of thirty’days by those 
to whom they may have been assigned for educational 
purposes, subject to claim and identification by any 
authenticated relative of the deceased for purposes of 
burial at private expense, 

Sec. 4. The bodies of the unclaimed dead shall be 
used solely for the purpose of instruction and study 
in the promotion of medical education and science 
within the State of California, and any person or per- 
sons found guilty of the unlawful disposition, use or 
sale of the body or bodies of the unclaimed dead or 
violating any of the provisions of this act shall be 
guilty of misdemeanor. 

Sec. 5. It shall be the duty of those in charge of 
all public institutions in which the deceased was an 
inmate to transmit, upon request, to the secretary of 
the state board of health or to any person designated 
by said board a brief medical history of the unclaimed 
dead for purpose of identification and permanent 
record, which records shall be open to inspection by 
any state or county official or prosecuting attorney. 
All persons receiving the unclaimed dead for educa- 
tional purposes within the State of California shall 
bear all reasonable expense incurred in the preserva- 
tion and transportation of the dead and shall keep 
a permanent record of bodies received, giving the 
identification number, the name, age, sex, nationality 
and race, if possible, together with the place of last 
residence of the deceased and the source and dis- 
position—with dates— of the body. 

Sec. 6. Whenever the duly authorized officer or 
agent of the state board of health deems a body re- 
quired to be buried at public expense, unsuitable or 
unnecessary for scientific purposes, he shall notify 
the official custodian of such body or bodies in order 
that it may be cremated, or buried at public expense 
as required by law. No warrants for the payment of 
the expenses of the burial of any person whose body 
is required to be buried at public expense shall be 
drawn or paid except upon the certificate of the duly 
authorized officer or agent of the state board of 

*See, also, article by Dr. A. W. Meyer of Stanford, 
printed in this issue, and which gives a history of the 
anatomy laws of California preceding the enactment of 
the Act here reprinted page 703. Also editorial, page 753. 
(Continued on Page 40, Adv. Sec.) 











